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TOXOID IMMUNIZATION CAMPAIGN.* 


W. H. ROBIN, M. D.,t 
NEW ORLEANS. 


I am here tonight, as the Health Officer 
of this Parish, to appeal to the membership 
of the Orleans Parish Medical Society for 
their co-operation in developing the admin- 
istration of toxoid in our local diphtheria 
prophylaxis work. 

The majority of us are aware of the fact 
that active immunization against diphtheria 
has developed during the past fifteen years, 
especially in the United States, into one of 
the most important specific measures for 
the prevention of the disease. Auburn, New 
York, Grand Rapids, Michigan and New 
York City staged campaigns on diphtheria 
immunization and were rewarded by tre- 
mendous reductions in their diphtheria 
death rates. 

The Orleans Parish Health Department 
has completely discontinued the use of 
toxin-antitoxin. Toxin-antitoxin was of ma- 
terial assistance to us, and we used it until 
scientific workers presented us with some- 
thing that has proved to be safer and more 
efficient. Just as soon as the superiority of 
toxoid had been definitely demonstrated, we 
discarded toxin-antitoxin in favor of the 
new product. 

I believe that quite a few of us were glad 
to have been able to discard toxin-antitoxin 
because of the dangers that attended its ad- 





*Read before the Orleans Parish Medical 
Society, February 22, 1932. 

+Superintendent of Public Health, New Orleans, 
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ministration. Toxin-antitoxin mixture is 
made from mature toxin by adding suffici- 
ent diphtheria antitoxin to decrease its tox- 
icity so that it may be safely injected. A 
potential danger in connection with that 
product was the fact that the mixture would, 
if exposed to freezing temperatures, dis- 
sociate into its original components and we 
then had a highly toxic product, the ad- 
ministration of which resulted in quite a 
few fatalities. 

These conditions have been removed in 
the new product, toxoid. The new product 
was first applied to the immunization of 
humans by Ramon, of the Pasteur Insti- 
tute, in 1923. It is prepared by adding 
commercial formalin to toxin, and subject- 
ing the mixture to a temperature of 39 to 
40 degrees C., until all toxicity is lost, 
which usually takes place in from three to 
six weeks. 

We have been administering toxoid in 
two doses of 1 c. c., each. Such doses are 
administered at intervals of twenty-one 
days. Practically all YOUNG children who 
have been immunized gave no local or gen- 
eral reaction, the trauma of the injection 
being all that could be seen. These are the 
children most susceptible to diphtheria, and 
it is in this group that such prophylactic 
measures find their greatest usefulness. 

The Journal of the American Public 
Health Association states that the use of 
toxoid has spread over the entire Dominion 
of Canada, and that, during the past six 
years, sufficient toxoid for the vaccination 
of over one million persons has been dis- 
tributed in the Dominion. 
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It is not my intention to consume a lot 
of time in dwelling upon toxoid, because we, 
as physicians, are familiar with the product. 

I want to use the time allotted to me in 
asking you to encourage the use of toxoid 
in your individual practices; to help us put 
over this campaign of diphtheria prophy- 
laxis by speaking favorably when consulted 
by your patients, and by personally admin- 
tering it whenever possible. 

NEW ORLEANS, LA. 

DEATHS AND YEARLY DEATH RATES 


FROM DIPHTHERIA AND CROUP, 
1879-1931. 
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1896 530 1913 
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1898 054 1915 
1899 .063 1916 
1900 1917 
1901 1918 
1902 1919 
1903 1920 
1904 1921 
1905 1922 
1906 1923 
1907 1924 
1908 1925 
1909 1926 
1910 1927 
1911 1928 
1912 1929 
1930 .083 
1931 .037 

The highest rate on record was in the year 
1888 when the death rate was 1.431 per 1,000 
population. 

The year 1888 death rate applied to the 1931 
population would mean 678 deaths, but the deaths 
for the year 1931 were only 18. 

The Health Department has no desire or 
intention to practice therapeutic medicine. 
Our field is preventive medicine, but we do 
not want to monopolize even that field, be- 
cause we desire to have the medical profes- 
sion work with us in the prevention of the 
transmissable diseases. We want the practic- 
ing physicians to get the benefit of this cam- 
paign. We would like to have them ad- 
minister every dose that is given in the Par- 
ish of Orleans; but we, of course, know that 
to be an impossibility.. Every large city 
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has its quota of destitute individuals. It 
is the duty of the municipality to care for 
such unfortunates. We will take care of 
such persons in our Health Department 
Clinic, but our efforts will be directed to- 
ward advising individuals to have this work 
done by their personal physicians. 

One of the most vital factors in this cam- 
paign of diphtheria prophylaxis is the child 
of pre-school age. It is difficult for a 
Health Department to reach such children. 
It is a very simple matter for us to handle 
school children because we have a concen- 
tration of children in each school and can 
solicit the aid of parents, and teachers, but 
the pre-school child is a problem that we 
will be unable to handle successfully with- 
out the aid of the medical profession and 
I wish to stress that fact in my appeal to 
you tonight. 

As a part of our work in the prevention 
of diphtheria, we will check our official 
birth records and six months after the date 
of each birth, we shall mail to the mother 
a letter calling attention to the fact that her 
child is now six months of age and that the 
time has arrived for her to consult her fam- 
ily physician in order to have her baby vac- 
cinated with toxoid, as a _ prophylactic 
against diphtheria. This follow-up system 
of every child born in the Parish of Orleans 
should result in sending many children to 
physicians for the administration of 
toxoid. 

In administering toxoid in the local 
schools, we always have our technical rep- 
resentatives visit the schools in advance. 
The Parents Club is summoned to meet on 
a definite date; our representatives explain 
the benefits of toxoid ; explain that the func- 
tion of the department is to administer 
toxoid to those who are unable to pay for it, 
and urge all others to visit their family 
physicians to have this work done by him. 
A date is then set for the inoculations, usu- 
ally about ten or fourteen days later. 

The administration of toxoid in schools 
was inaugurated just a few weeks ago, but 
we have accomplished the following: 
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Lafayette School 
Howard No. 2 

Jesuits High School 

St. Rita’s School 

Lafon Boys’ Home 
House of Good Shepherd 

We have arranged for appointments at 
several other schools and are delighted with 
the fact that we have encountered practi- 
cally no opposition in connection with this 
work. 

Ever since I returned to the Superin- 
tendency of Public Health, in 1925, I have 
attempted to co-operate whole-heartedly 
with this Medical Society. I have always 
come to you with my medical problems and 
have always attempted to have all misun- 
derstandings between my department and 
local physicians cleared up at the meetings 
of this Society. I always rigidly adhere to 
the ethics of our profession; insist that my 
subordinates do so; and ask you to act in 
like manner toward me and my department. 

I am convinced that an extensive cam- 
paign of diphtheria prophylaxis will save 
the lives of many individuals, and if fol- 
lowed as outlined by our department will 


also benefit the members of our profession. 


EDITORIAL NOTE: This paper of Dr. Robin and the 
following two papers dealing with diphtheria. immunization 
are published ahead of those papers which in chronological 
order should precede them. The Journal Committee felt, 
inasmuch as the Orleans Parish Medical Society had re- 
quested the prompt publication of these articles because 
of the campaign to educate the public and to advocate 
diphtheria immuniaztion, that this was a public health 
measure of primary importance and did not permit of delay. 

These papers were read at a meeting of the Orleans 
Parish Medical Society and were thoroughly discussed. 
Valuable discussions have been omitted necessarily because 
of the amount of space they would require and which would 
preclude the possibility of publishing articles that ante- 
dated these papers by many months. The Journal Committee 
regrets the necessity of making these omissions. The dis- 
cussions at this symposium of diphtheria immunization 
was participated in by the fololwing gentlenmren: Doctors 
W. W. Butterworth; Frank R. Gomila; Charles J. Bloom; 
E. A. Bertucci; Ludo Von Meysenbug; Ruth Aleman; A. E. 
Fossier; Allan Eustis; W. H. Perkins; C. L. Chassaignac; 
L. R. DeBuys; and closed by the three essayists. 





THE NEWER CONCEPTION OF 
DIPHTHERIA IMMUNIZATION* 
ROBERT A. STRONG, M. D.7 
NEw ORLEANS. 

Every year in the latter part of Septem- 
ber we all witness the mobilization of the 
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school children. The occasion brings with 
it a certain thrill. The children know it, 
and the young parents know it. We can 
see the children in little groups talking long 
and loud, and their voices seem to have a 
higher pitch than usual. 

As happy as these occasions are outward- 
ly, they always arouse a dark and sinister 
thought. This thought is that a certain 
number of these children will die from diph- 
theria as a direct result of this annual gath- 
ering. This is disquieting—but true. 

This thought raises another question, 
and that is, are we giving these children 
the full benefit of protection against this 
disease by the utilization of the means at 
our disposal at the present time? A compari- 
son of the morbidity and mortality reports 
of diphtheria in some cities with others in 
which active immunization against diph- 
theria has been extensively carried out, in- 
dicates that we are not. 

Nearly a half century has elapsed since 
Behring discovered the serum which stands 
today as the most perfect specific among 
our serotherapeutic agents. There are 
many who probably recall the days shortly 
after this wonderful discovery, when news- 
papers were raising funds for the manu- 
facture of this antitoxin. Prior to this 
time, the treatment of diphtheria was no 
more effective than the treatment of a gen- 
eralized sarcomatosis is today. While it is 
true that Behring’s name will endure for 
all time as the discoverer of antidiphtheri- 
tic serum, it is not widely appreciated that 
he is also credited with being the first to 
employ a mixture of toxin and antitoxin 
for the purpose of producing an active im- 
munity againet diphtheria. His preparation 
was the undiluted toxic broth, with its toxin 
nearly neutralized by antitoxin. He never 
gave a clear explanation of how he pre- 
pared or standardized it, and the breaking 
out of the war delayed further study and 
the use of toxin-antitoxin in Europe. 

Park and the late Zingher were the first 
to appreciate the value of active immuniza- 
tion, and by the Schick test they were able 
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to determine the susceptibility of children, 
and by a retest to note the changes in the 
human response to injections of toxin-anti- 
toxin. They demonstrated that immunity 
developed in about 85 per cent of those re- 
ceiving three injections of their 3 L+ prep- 
aration at intervals of one week, and by 
1917 they realized that it lasted in the ma- 
jority of cases for a least several years. 
They also tried intervals of two weeks, but 
the results were only moderately better. 

Schroder, working under Park at the De- 
partment of Health of New York City, re- 
tested a sufficient number of immunized 
children over a long period and found in 
1925 that the period of immunity extended 
over 10 years for at least 80 per cent of 
them. These were all New York City chil- 
dren, and of course the long duration of 
immunization is admitted to be at least 
partially attributable to the added immuniz- 
ing effect of repeated infection from car- 
riers, to which urban children are exposed. 

1918 is the year given by Park and his 
associates when they began a serious at- 
tempt to immunize the whole child popu- 
lation of the city of New York. Their earlier 
work was confined chiefly to children of 
school age, because parents were not will- 
ing to have the injections given to babies 
or very young children. Severe systemic 
and local reactions about this time prompt- 
ed Park and his associates to dilute the 
toxin before adding antitoxin, and they 
found that when as little as 0.1 L+ dose 
of toxin was given in the injections, the 
immunizing effect was as great as when 3 
to 6 L+ doses were used. Smaller amounts 
of toxin were less immunizing. They soon 
standardized their preparation, on finding 
that the maximum effect was possible when 
the toxicity in the human dose killed a 250 
gram guinea pig in about four weeks. This 
new preparation gave much less local re- 
action in children of school age, and has 
since become recognized as being the stan- 
dard toxin-antitoxin preparation. 

The latest report! from New York City 
is that during the past fifteen years, more 
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than 500,000 school children have been 


given toxin-antitoxin, and during the past 
two and a half years, owing to an inten- 
sive drive to stamp out diphtheria inaugu- 
rated by the Commissioner of Health, Dr. 
Wynne, more than 250,000 infants and pre- 
school children have received it. Deaths 
from diphtheria in New York City during 
1930 were only 198 against 416 for 1929, 
and 800 for 1928. The figures for the first 
eight months of 1931 are even better than 
those of 1930. During this time, the popu- 
lation has considerably increased. All this 
immunization work was performed without 
an accident. 

One of the outstanding things that has 
been emphasized in every one of the many 
communications from Park and his associ- 
ates, is the fact that their work has not 
been marred by any serious accident. In 
contrast to this, more widespread active 
immunization has been greatly impeded by 
reactions which have sometimes been severe 
in various parts of the world other than 
New York City. The reactions have been 
attributed to various things. First in im- 
portance, perhaps, has been the effect pro- 
duced by sensitiveness to the horse serum 
contained in the antitoxin portion of toxin- 
antitoxin, consequently no small amount of 
effort has been expended in eliminating 
this factor as far as possible. This has been 
done by substituting antitoxin from the 
goat, and the possibility of anaphylactic re- 
actions from later injections of therapeutic 
doses of antiserum from the horse has been 
greatly minimized. 

In addition several accidents have been 
deterents to the advance of active immuni- 
zation against diphtheria. Unfortunately, 
skepticism is aroused by such occurrences, 
not only in the public mind, but among 
many physicians. For the most part, they 
were caused by human error and were not 
chargeable to the materials used, excepting 
in one instance. Forty-two students in two 
colleges near a large New England city had 
severe local and constitutional symptoms as 
a result of the administration of toxin-anti- 
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toxin which had been exposed to very low 
temperature. Prompt and expert investiga- 
tion by foremost authorities revealed the 
fact that prolonged exposure to tempera- 
tures below freezing caused the dissociation 
of the toxin from the combination. Fortu- 
nately no deaths occurred and this episode 
revealed a fact that was hitherto not known. 
It will probably never happen again if the 
precaution is taken not to store toxin-anti- 
toxin in temperatures below freezing, and 
to protect it in transit during very cold 
weather. 

Unfortunate as these accidents may be, 
they were by no means as great as those 
which occurred during the developmental 
period of diphtheria antitoxin, yet there is 
no one at the present time who would re- 
frain from administering this undisputed 
specific serum. It is true, of course, that 
modern antidiphtheritic serum has been 
concentrated and purified so that reactions 
have been reduced to a minimum. This was 
not possible, however, until the need for 
such improvement was made apparent by 
serious effects, and even deaths. Should we 
not then feel the same way towards the 
agents used in active immunization against 
the disease for the reason that there can be 
no doubt that progress has already resulted 
from these unpleasant episodes. Have not 
similar accidents occurred in the progress 
of anesthesia and many other things which 
no one would be willing to abandon at the 
present time. 

It is true, however, that in contrast to 
the experiences in New York City, there 
have been many reports of reactions that 
were at times terrifying to the physician. 
Naturally, therefore, efforts have been made 
to overcome such reactions and to detoxify 
the substances used as much as possible. 

The most conspicuous effort in this direc- 
tion came when it was found that for- 
malinized toxin could be used to advan- 
tage in human immunization against diph- 
theria. Salkowski in 18982, and Lowenstein 
in 1924?, described the action of formalin 
on soluble toxins. Glenny and Sudmersen 
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in 1921‘, and Glenny, Allen and Hopkins. 
in 1923°, proposed that formalinized toxins 
be used. Independently of each other in 
1923, Glenny and Hopkins* in London, Ra- 
mon in Paris’, and Park and associates in 
New York®, began to test the value of toxoid 
preparations. In 1922, Ramon, at the Pas- 
teur Institute in France, had found that 
when antidiphtheritic serum was added in 
varying proportions to diphtheria toxin, a 
gradually increasing opalescence appeared, 
and after a few hours at ordinary tempera- 
ture a definite flocculation became evident. 
This flocculation invariably appeared first 
in the tube in which toxin and antitoxin 
most nearly neutralized each other. Ramon 
considered this a specific reaction depending 
on the interaction of an antigen and its 
antibody. He further found that a toxin 
which has lost some of its toxicity by ex- 
posure at room temperature, or by other 
means, might retain its flocculating proper- 
ties unimpaired. 

While immunizing a series of horses for 
the production of antidiphtheritic serum, 
Ramon realized that the antigenic value of 
a toxin did not depend upon its toxicity, but 
was in close relation to its power of floccu- 
lation. This was the early development of 
what Ramon called anatoxine, but which 
has since been referred to as toxoid by En- 
glish speaking nations to avoid confusion 
with antitoxin. 

Since Ramon’s first announcement, the 
literature has been voluminous in discuss- 
ing toxoid, and there is every reason to be- 
lieve from the various series of cases in 
which it has been used, that is has partially, 
if not entirely overcome some of the objec- 
tionable effects of toxin-antitoxin, and the 
trend seems to be towards toxoid as the 
substance of choice in the production of ac- 
tive immunization against diphtheria. 

Experience has shown that toxoid may 
cause local and general reactions in older 
children. So far these reactions are allergic 
in nature, and the opinion seems to be gen- 
eral that they are only unpleasant and never 
dangerous. On the other hand, all young 
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children very rarely give local or general 
reactions. This fact is most important be- 
cause it is the pre-school child that is most 
susceptible to diphtheria, and it is in this 
group that any prophylactic measure finds 
its greatest usefulness. Mortality statistics 
seem to indicate that it is conservative to 
state that the immunity of one child for the 
first five years of life is equal in its effect 
upon the diphtheria death rate to the im- 
munization of three school children. 

Older childrens and adults may be im- 
munized with toxoid, but it is recommended 
quite generally that a test for sensitiveness 
to diphtheria proteins be made before the 
immunizing injections are begun. This test 
may be carried out either alone, or as a 
control for the Schick test. A small vial of 
diluted toxoid 1 to 20 is furnished by the 
manufacturers, and 0.1 c.c. is inoculated in- 
tracutaneously, as for the Schick reaction. 
A local area of redness at the site of the in- 
oculation more than one half inch in di- 
ameter, appearing within three days, is in- 
terpreted as a positive reaction, and indi- 
cates that the individual may give a local 
or general reaction to toxoid. These per- 
sons may receive toxoid in smaller doses, 
the first dose ranging from 0.2 to 0.5 c.c. of 
the 1:20 dilution, depending upon the de- 
gree of reaction to the intracutaneous test. 
Subsequent doses may be given at inter- 
vals of two weeks, and may be doubled if 
the local reaction from the preceding dose 
was not more than three quarters of an 
inch in diameter. Reactions up to three 
inches in diameter call for a repetition of 
the first dose, while more severe reactions 
should cause the subsequent dose to be re- 
duced. According to Defries® these reac- 
tors are more easily immunized than in- 
dividuals who are not sensitive to the diph- 
theria protein. 

The extreme susceptibility of the pre- 
school child has long since eliminated the 
preliminary Schick test of immunity. For 
this reason, there seems to be no objection 
at all to immunizing pre-school children 
routinely with two 1 c.c. doses of toxoid 
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given at an interval of three weeks. How- 
ever, it is well even in this group to test for 
sensitiveness if there is any reason to be- 
lieve that the young child is allergic. 

In older children it seems to be desirable 
to perform a preliminary Schick test, be- 
cause it is equally well recognized, especial- 
ly in urban communities, that the older 
children become increasingly immune 
through contact with carriers, or because of 
the fact that they may have been carriers 
themselves. The preliminary Schick test in 
older children has the additional advantage 
of separating those who are allergic from 
those who may be immunized without fear 
of local or general reactions. 

Many other attempts have been made to 
detoxify toxins. Among these may be men- 
tioned the use of sodium ricinoleate, a soap 
prepared from castor oil, which was ad- 
vocated by Larson and his associates.'! !* 
The advantages of this method have not 
been definitely shown. 

Immunization by nasal instillation of 
toxoid'? in various dilutions, as well as im- 
munization through inunctions!* have been 
suggested, but none of these methods have 
passed the experimental stage, and appar- 
ently hold no promise of being superior to 
the injection of toxoid. 

Experience and an examination of the 
recent literature seem to justify the fol- 
lowing conclusions: 

1. All children excepting those show- 
ing decided allergic tendencies should be 
given the benefit of active immunization 
against diphtheria during the pre-school 
age (six months to six years) without a pre- 
liminary Schick test. 

2. The best means of accomplishing this 
is by the administration of not less than 
two, or not more than three 1 c.c. doses of 
diphtheria toxoid (Ramon anatoxine) at 
intervals of three weeks. 

3. Children of the school age and adults 
show more local and general reactions to 
the bacterial protein of toxoid, so that an 
intradermal test for sensitiveness should be 
performed before administering the im- 
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munizing injections. If evidence of sensi- 
tiveness appears within three days after 
the intradermal test, the doses of toxoid 
should be altered, and given as follows: 
0.1, 0.25, 0.5, 1, and 1 cc. of diphtheria 
toxoid at intervals of one week, instead of 
three weeks. 

4. The great susceptibility of the pre- 
school child justifies the elimination of the 
preliminary Schick test, but it is desirable 
to perform a preliminary test on older chil- 
dren, especially in urban communities where 
the opportunity is favorable for acquiring 
active immunity from exposure to attenu- 
ated infections. 

5. Rural children show a greater suscep- 
tibility to diphtheria as indicated by more 
Schick positives than city children. 

6. It is believed that toxoid will soon 
replace toxin-antitoxin as an immunizing 
agent. Toxoid is from 20 to 30 per cent 
more effective, even in only two doses, it 
contains no serum to sensitize to later 
therapeutic sera, it contains no free toxin, 
it is more stable, and is not affected by 
freezing. 

7. Toxin-antitoxin should be protected 
against freezing, which is especially likely 
with modern electrical refrigeration. 

8. In the newer conception of diphtheria 
immunization, it is believed that many of 
the difficulties which occur in the develop- 
mental period of every new departure have 
been overcome. While the whole procedure 
of active immunization has been greatly 
simplified, it is still necessary to use a cer- 
tain amount of descrimination, and the ap- 
plication of the methods should remain in 
the hands of physicians, and should not be 
entrusted to their subordinates. Moreover, 
it behooves every physician to put forth 
every effort to inform himself concerning 
the latest developments, possibilities, and 
limitations of active immunization against 
diphtheria. 
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THE ECONOMIC PHASE OF DIPH- 
THERIA IMMUNIZATION IN 
NEW ORLEANS.* 


JOHN SIGNORELLI, M. D.+ 


NEW ORLEANS. 


I consider it a distinct privelege to parti- 
cipate in this discussion on immunization 
against diphtheria. Any disease which is 
capable of attaining epidemc proportions 
is an economic hazard to the community. 
Its morbidity, mortality and loss of effec- 
tive days from the normal fields of activity 
(be these loss of working days by adults, or 
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loss of school days by children) are part and 
parcel of the total cost. Diphtheria, with 
its ever-present carrier problem, stands 
foremost among the potential epidemic di- 
seases; each year the crowding together of 
children incident to school opening sends 
the diphtheria morbidity curve directly up- 
ward, and occasionally we see the outbreak 
of cases in such numbers as to seriously 
threaten an epidemic. Such as experience 
we have just had in our Lafayette School, 
where investigation brought on by the oc- 
currence of several cases of the disease, led 
to the discovery of 182 diphtheria carriers. 

Evidence of the economic cost of diphthe- 
ria is reflected in figures given by Walter 
Harrison, Surgeon, United States Public 
Health Service in the last issue of the 
American Journal of Public Health, from 
whom I quote: “In the registration area 
of the United States for 1928 there were 
8,263 deaths from diphtheria, of which 60 
were in children under 5 years of age; of 
this group the 1st, 2nd and 3rd years fur- 
nished the largest number of deaths. It 
is probably a conservative statement that 
the immunization of one child in the first 
five years of life is equal in its effect upon 
the diphtheria death rate to the immuniza- 
tion of three school children.” Our local 
situation in this matter is recognized by a 
study of our own figures which show that 
during the three year period, 1929, 1930, 
and 1931 New Orleans reported 1729 cases 
of diphtheria with 75 deaths. 

A very conservative estimate of this 
morbidity would indicate that there was a 
loss of 12,103 effective days by the patients 
themselves, while the number of school days 
lost by other children in the household be- 
cause of quarantine restrictions would be 
three times that number, or 36,309 school 
days. To this is to be added the monetary 
cost of the direct treatment of the cases, the 
mental worry, and physical inconvenience of 
the entire household. We have established 
evidence furnished by repeated checks with 
Schick tests that over 90 per cent of all 
children between the ages of six months and 
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six years are succeptible to diphtheria; 
there are, in the city of New Orleans be- 
tween 55,000 and 60,000 children of pre- 
school age, and this number is maintained 
by the annual births which average about 
10,000; about one sixth of these children 
enter school for the first time each year, 
coming into crowded environments and 
under restraint of an unaccustomed disci- 
pline which tend to lower their general re- 
sistance; at the same time these children 
come into potential contact with diphtheria 
carriers. Thus it should be no surprise that 
each school opening sees an increase in the 
number of diphtheria and other communi- 
cable disease cases. 

Surely there can be no argument that any 
safe and effective procedure that would con- 
trol or eradicate diphtheria in our midst 
would be a sound investment at almost any 
cost of money and effort, and should be en- 
thusiastically carried through. All reports, 
universally backed by clinical experience, 
show conclusively that immunization of pre- 
school children with Ramon’s “Anatoxin” 
or “Toxoid,” as it is generally called in this 
country, is safe, effective and free from 
dangers of sensitization to later doses of 
therapeutic serum injections, in practically 
all children under 7 years of age. Further 
proof of the effectiveness of immunization 
is found in reports from communities where 
it has been adopted. Park and Schroeder, 
Department of Health, New York, writing 
in the last issue of the American Journal 
of Public Health state: “Deaths from diph- 
theria in New York City during 1930 were 
only 198 against 416 for 1929 and 800 for 
1920. The figures for the first eight months 
of 1931 are even better than 1930. This im- 
provement in the diphtheria condition of 
New York is the direct result of a wide 
spread immunization campaign extending 
over a period of 15 years when more than 
500,000 school children and 250,000 pre- 
school children have been immunized.” 
Fitzgerald, Defries and co-workers, Univer- 
sity of Toronto, Canada, have this to say: 
“The results in Hamilton with population 
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of 150,000 and Brantford with a population 
of 18,000 may be quoted as examples of 
communities that have practically elimin- 
ated diphtheria.” Other localities that 
have banished diphtheria from their midst 
are to be found in this country as well as 
abroad. 

Surely the time has come for the city of 
New Orleans to reduce its diphtheria mor- 
bidity and mortality rates. The public 
justly expects health protection not only 
from its constituted health authorities, but, 
to at least an equal extent, it expects such 
protection from organized medicine, and 
we cheerfully accept the responsibility at 
this time by assuring them of our fullest 
co-operation with the health authorities in 
this proven method of diphtheria control. 

The question naturally arises as to 
the most effective and safest method 
of immunization. Diphtheria immuniza- 
tion has become a realizaton as a result 
of the work of such men as Behring, 
Schick, Ramon, Park, Zingher, Schroeder 
and many others. First, toxin-anti- 
toxin, and later toxoid have been put 
to the investigative test, and it is 
universally agreed by all workers and 
clinicians that immunization by subcutane- 
ous administration of toxoid properly 
prepared, is from 20 percent to 30 percent 
more effective than toxin-antitoxin even 
when only two doses are given; that it is 
free from local and general reactions in 
practically all children under 7 years of 
age; and, that it is also free from dangers 
of sensitization to later doses of therapeutic 
serum injections. In toxoid we possess 
a means by which the eventual eradication 
of diphtheria is as certain to come as did the 
eradication of small-pox as a result of the 
work of Jenner. 

As soon as we achieve and maintain com- 
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morbidity rate to a negligible quantity, and 
within two generations its appearance in 
the community will be as rare as is now’ 
that of small-pox. 





THE TREATMENT OF CER- 
TAIN ACUTE ABDOMINAL 
CONDITIONS.* 

W. H. PARSONS, M. D., 


VICKSBURG, MIss. 


Acute abdominal conditions are generally 
due to one of the following causes: 
Appendicitis 
Cholecystitis 
Intestinal Obstruction 
Perforated Ulcer 
Pelvic Disease 
Pancreatitis 
Hematogenous Infection of the Kidney 
Diverticulitis 
Mesenteric Thrombosis 
. Trauma 

My discussion will be limited to a general 
consideration of the first four conditions 
enumerated and will deal with the acute 
phase only. 

Moynihan reminds us that few abdominal 
catastrophies are in the strict sense acute, 
but rather that they are the result of an 
abrupt transition from a quiescent to an 
acute phase in a disorder of long standing. 
Deaver has repeated this thought when he 
says that few abdominal emergencies are 
the result of virgin pathology. Recognizing 
this fact, we at once sense the importance 
of a properly taken history. This often will 
clarify the findings noted on physical ex- 
amination and clearly establish the diag- 
nosis. 

Bowers’ report from the Samaritan Hos- 
pital in Philadelphia, reviewing more than 
one thousand abdominal emergencies, noted 


the following: 


MORTALITY. 
Early Operation Late Operation 
(24 hrs.) (After 24 hours) 


4.35 per cent 60 percent 
13. _—siper cent 63 per cent 
4 per cent 15.7 per cent 
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The mortality from other acute ab- 
dominal conditions was in about the same 
ratio. Surely, the above statistics indicate 
the terrific penalty of delay. 

In Mississippi, we find the following 
mortality record for the years noted: 


Deaths from— 1927 1928 1929 
Acute appendicitis ............ 324 278 283 
Intestinal obstruction ...... 215 226 253 
Perforated ulcer .............. 74 76 93 

. EE Cnn 613 580 629 


The population of this state was practic- 
ally unchanged during this period. In that 
respect our mortality record in the manage- 
ment of acute abdominal catastrophies was 
similar. 

In the United States, we find the follow- 
ing mortality record for the years indicated : 
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tinue reiterating a thought means either a 
paucity of ideas or else a strong conviction. 
Certainly, the profession is, and for years 
has been, convinced that abdominal pain 
forbids relief; forbids purgation, until a 
surgical lesion is known not to exist. Yet, 
our experience has been that almost every 
perforated appendix we encounter has been 
purged, and that has been the experience 
of all surgeons. The time to open the 
acute abdomen is before peritonitis has de- 
veloped. The wisdom of delaying surgery 
in certain cases of diffuse, spreading peri- 
tonitis likewise, cannot be denied. 
Abdominal pain with nausea, with or 
without vomiting and with constipation, is 
almost certainly surgical. Abdominal pain 


Intestinal 


Year From allcauses Appendicitis Per cent Obstruction Per cent 
I i ae bar 1,142,558 11,702 1.02 6,026 0.5 
RE cectesnbarkciealcbabecdnnetin 1,386,363 17,687 1.2 7,776 0.56 


The percentage of deaths from appendi- 
citis and intestinal obstruction actually in- 
creased during the past decade. We can- 
not accept this increase with equanimity. 
A reduction of mortality is not likely to 
come from improved operative technic. 
That appears largely to have been standard- 
ized and not susceptible at this moment to 
improvement. If we are to reduce our 
death rate it must be done by lack of med- 
dlesome interference in cases that may 
prove ultimately surgical and by prompt 
recognition and treatment of the acute ab- 
dominal calamities. 

Delay in establishing the diagnosis, or in 
instituting surgical treatment once the 
diagnosis is established, accounts largely 
for the high mortality noted. In the in- 
terim until diagnosis is made, a policy of 
masterful inactivity is superior to ques- 
tionable therapy. Where doubt exists as to 
the value of a procedure or medication, the 
wisdom of witholding such measure is likely 
to be justified. It would seem idle to con- 
tinue repeating that no patient having ab- 
dominal pain should receive an anodyne, or 
a purgative, until, beyond question of doubt, 
we have established the diagnosis. To con- 


with nausea and diarrhea is almost cer- 
tainly medical. Hendon several years ago 
made this statement and observation will 
prove its correctness. 

Pain is a constant feature in all intra- 
abdominal pathology. Its character and 
location may vary, its presence does not. 
Its occurrence is always significant, its con- 
tinuance makes imperative the determina- 
tion of its cause. Pain is never absent in 
the presence of acute intra-abdominal path- 
ology. 

Nausea and vomiting are always of sig- 
nificance; the more so if continued. Ster- 
coraceous vomiting signifies nothing except 
that a mortality is about to occur. To con- 
tinue to teach that fecal vomiting is a sign 
of intestinal obstruction is about as help- 
ful as to suggest establishing the diagnosis 
of fractured skull upon the finding of brain 
tissue oozing from a cranial wound. 

Shock, except when associated with hem- 
orrhage, is not an early sign. Its appear- 
ance usually means overwhelming toxemia. 

A consistently elevated pulse rate is of 
importance. The finding of rigidity makes 
fairly certain the opinion that the underly- 
ing viscus is involved. Its absence does not 
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necessarily eliminate from consideration 
that viscus thought to be beneath. We may 
well bear in mind that our opinion of the 
location of the intra-abdominal viscera may 
not be correct. 

The history is of the greatest importance. 
Carefully elicited and properly evaluated, 
it will probably point the way to the correct 
diagnosis. 

Abdominal pain lasting more than six 
hours, if associated with increased pulse 
rate, vomiting and constipation, should 
have surgical intervention. If doubtful as 
to the findings that exist, the incision should 
be central, the lesion located and appro- 
priately dealt with. It is, under certain 
conditions, merciful to be merciless and 
conservative to be radical. Exploration 
ought not to be postponed over long, nor 
should surgical procedures be over zealous. 

Adequate laboratory examinations should 
be made including estimation of the blood 
sugar and urea, but blind, unreasoning de- 
mand for, and reliance upon, laboratory 
aids identifies the robot, not the disease. 

Rectal and vaginal examinations should 
not be omitted. 

Following surgery, the maintenance of 
body heat, preferably by the Crile method 
of diathermy, is valuable. Reduction of one 
degree in the temperature of the liver, re- 
duces its function ten per cent. 

Recollection of this well known law will 
increase our efforts toward holding at nor- 
mal, or above normal, the temperature of 
the intra-abdominal viscera. 

The administration of fluids in large 
quantity is usually essential and possibly 
safest done by the intravenous drip em- 
ploying the method of Hendon. This tech- 
nic enables one to actually carry out abso- 
lute rest of the gastro-intestinal tract for an 
indefinite period of time and makes one 
independent of that tract without endanger- 
ing the cardio-vascular system by too sud- 
den an over load. It is true that life cannot 
be indefinitely carried on by artificial means 
but the temporary gap may well be bridged. 
Continuous drainage of the stomach by 


the nasal tube with continuous suction by 
the method of Ward is of undisputed value. 

Paralytic ileus, the result of peri- 
tonitis, presents a real surgical problem. 
The esteem in which enterostomy is held 
varies greatly. The majority of well 
established surgeons feel it is of no value. 
Deaver thinks that under certain con- 
ditions it helps; Barksdale, Shivers and 
Hendon think it is of no use; Coun- 
seller has seen it succeed brilliantly and fail 
miserably. On several occasions, I have 
had patients in extremis, improve promptly 
and recover smoothly following its induc- 
tion. Until something better is offered, I 
shall, therefore, continue to establish en- 
terostomy on those cases of ileus that do not 
respond to gastric drainage, the admini- 
stration of fluids and chlorides, the applica- 
tion of heat over the abdomen and other 
orthodox measures. And for my part, I 
shall not delay enterostomy until the patient 
is clammy and well nigh dead. Consider- 
able doubt exists that drugs such as pitui- 
trin or eserine, are of any value in stimu- 
lating peristalsis. Oschner, Gage and 
Cutting state that none of these drugs in- 
fluence peristalsis favorably. Da Costa ad- 
vocates eserine; Deaver favors eserine 
and strychnine. Personally, I have ob- 
served on many occasions that intestinal 
evacuation did occur after the administra- 
tion of pituitrin and I believe that this drug 
does often cause peristalsis. Their use in 
cases of paralytic ileus, however, has been 
of no great aid to me. 

Intra-spinal anesthesia, in spite of its 
present popularity, is still in certain cases 
definitely more hazardous than ether. The 
extra risk is more than compensated for, 
however, in dealing with acute abdominal 
conditions and I feel that it is one of our 
greatest assets in this particular type of 
work. The perfect relaxation reduces dis- 
semination of infection, makes the operative 
technic vastly more simple, and remote 
complications are less apt to occur. 

Acute appendicitis can generally be 
recognized. It should always be suspected. 
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If diffuse peritonitis has already developed, 
then waiting for localization, meanwhile 
employing absolute physiologic and an- 
atomic rest, is often the safest procedure. 
Deaver states that he has no patience with 
the doctor who boasts that he always opens 
the abdomen no matter what the stage of 
peritonitis may be, nor does he envy him 
his death rate. In other words, he holds 
with Richardson that there are cases too 
early for late operation and too late for 
early operation. 

Acute cholecystitis presents usually an 
antecedent history of qualitative food dys- 
pepsia. The history coupled with the usual 
findings generally establishes the diagnosis. 
These cases ultimately are surgical, but I 
think are best not operated upon during the 
acute stage. Under strict rest, they tend 
to localize and later operation is safer. The 
ultra acute case may require immediate sur- 
gery in which event, the least consistent 
with removing the pathologic tissue should 
be done. One should be careful not to over 
step the margin of safety. 

Acute intestinal obstruction is generally 
announced by the sudden onset of inter- 
mittent pain, persistent nausea and some- 
times vomiting and relative constipation. 
These individuals frequently present ab- 
dominal scars which serve, or should serve, 
to draw our attention to the diagnosis. To 
wait for stercoraceous vomiting, disten- 
tion or inability to pass gas is to seal the 
patient’s doom. Mayo has suggested the in- 
duction of spinal anesthesia which by 
blocking of the sympathetics removes that 
factor of inhibition to peristalsis and per- 
mits the vagus to act unchecked. If bowel 
movement does not occur, we may then pro- 
ceed with surgery. Ochsner, Gage and 
Cutting have contributed valuable informa- 
tion relative to the action of the splanch- 
nic system on the inhibition of peristalsis. 

Perforated ulcer produces an absolute 
rigidity which is well nigh diagnostic. The 
history is generally definite. Surgery 
should be immediate and in my hands con- 


sists almost invariably of merely closing the 
perforation. 


In conclusion, I cannot do better than to 
quote that distinguished surgeon, Urban 
Maes, who says, “I hold no brief for pro- 
miscuous surgery, but I do believe that in 
that type of case in which after every diag- 
nostic aid has been exhausted, the pathology 
is still obscure and the patient’s condition 
growing steadily worse, an exploratory 
operation is a truly conservative pro- 
cedure.” 
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DISCUSSION. 

Dr. W. W. Crawford (Hattiesburg): It seems 
to me we should not be called upon through- 
out the years to emphasize the necessity of certain 
fundamental things in connection with an acute 
abdominal condition. The doctor has seen fit to 
do it today, and he has done it because of the 
fact that his experience and that of others prac- 
titioners and surgeons over the country has in- 
dicated that it is necessary to emphasize again two 
vital things. 

A recognition and practicing of these two vital 
things would make a tremendous difference in the 
simplicity of the management of acute abdominal 
conditions. The first one is that no patient with 
an acute abdomen should ever be given any sort 
of a purgative until a diagnosis has been made. 
That is so fundamental, gentlemen, it seems to 
me we should not have day after day and over 
and over again, our patients coming to the hos- 
pital and to the surgeon with the history of 
having taken an active purgative. I grant you in 
most of these instances these days it is because 
the family has undertaken to correct this problem 
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without the aid of the doctor, and when some one 
of the family group has developed acute abdominal 
pain they have sought to relieve it by the admin- 
istration of large doses of castor oil and so forth. 
There are still some doctors, though, who seem 
to fail to recognize that no such thing as a purga- 
tive should be thought of in connection with acute 
abdominal conditions. I think I understand the 
psychology of the man who does that. I am re- 
minded, as I stand before you now, a certain very 
good friend of mine who some years ago said, 
“Why, doctor, I have had thirteen cases of ap- 
pendicitis, and I have treated them medically, gave 
them laxatives, usually, and all of them have 
gotten well.” That is the unfortunate feature 
about it. We know a large number of cases would 
get well if given purgatives, because in a great 
many instances the attack is of minor importance 
before it is associated with an acute abdominal 
condition. 

Dr. H. A. Gamble (Greenville): I feel the 
mortality rate in these cases can be lowered, first, 
by non-delay, and, second I am convinced there 
could be changes in technic that will lower our 
death rate. 

When I was asked to discuss Dr. Parson’s 
paper I had my secretary go over our appendicitis 


records from 1918. There were 2791 cases; 
651 of them were acute conditions. Of the deaths 
that occurred, they all occurred in the 651 


cases—seven deaths; and in none of these patients 
did death occur where they had been sick less 
than 24 hours. Some of them had been sick five 
or six days, some of them had general peritonitis, 
but there were some of these cases I feel could 
have been saved had the patient received treat- 
ment early enough. 

On the question of technic, the laboratory is of 
great aid to us in the treatment of these condi- 
tions and the after-treatment of them. In cases 
that have settled into abdominal lesions, per- 
forated ulcer, obstruction of the bowels—I am 
practically sure after actual infection takes 
place—I feel that we are dealing with general 
peritonitis secondary to them. Wherever we deal 
with gangrenous appendicitis, where we deal with 
perforated ulcer, we should take measures to pre- 
vent the spread of infection through the system. 

Dr. R. L. Sanders (Memphis, Tenn.): In my 
opinion, no subject is more important that the 
one Dr. Parsons has discussed today. We could 
well afford to spend the entire session on the 
subject of acute abdominal diseases. Let us, how- 
ever, select a few high points in the paper. 

First, we shall consider pain. Dr. Deaver used 
to say, “Pain—knife!” He did not necessarily 
mean to convey the idea that every abdomen 
should be opened when pain is present, but he 
was trying to emphasize the imperative need for 
a careful investigation and proper treatment when 
ar -nusual abdominal pain occurs. He believed, 
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as we do, that abdominal exploration would safe-- 
guard the lives of many patients suffering from 
acute abdominal pain. 

The second high point was forcefully brought 
out by Dr. Parsons in his discussion of the pa- 
tient’s chance of recovery when based on the time 
element. “Delay” is a sad word in the surgeon’s 
vocabulary. If our people could realize that 
twenty-four hours is a dead line, and all who re- 
ceive attention on this side of that line may be 
spared, whereas, many who go beyond may be 
lost, it would mean much toward the saving of 
lives. 

The third point is the danger of purgatives. 
Looking back over my twenty-five years of sur- 
gical practice, I do not recall a single case of 
perforated appendix in which the patient had not 
taken a purgative. We, as physicians, should 
preach the danger of purgatives at every oppor- 
tunity, until our people are conscious in the dire 
consequences of their administration in the pres- 
ence of abdominal pain. 

I would like to refer to Dr. Hugh Gamble’s re- 
marks about perforating ulcers. His experience 
coincides with mine. I shall briefly enumerate 
some of the chief points in the diagnosis of per- 
forating ulcers. The onset is usually so sudden, 
the pain so severe, and the suffering so intoler- 
able that there is usually little doubt as to the 
diagnosis. Moynihan has stressed the fact that 
these patients are peculiarly immobile. They fall 
anywhere at the onset of the attack and resent 
all efforts to be moved, and even resent the 
approach of the examining hand. Rigidity soon 
appears. Signs of shock, nausea and vomiting, 
and rapid pulse rate are usually absent until 
peritonitis develops. In this case, treatment 
should be directed especially toward the perito- 
nitis, rather than toward the ulcer. 





INDUCED PARALYSIS OF THE 
DIAPHRAGM.* 
J. W. BARKSDALE, M. D., 
JACKSON, MIss., 


AND 
S. F. STRAIN, M. D., 


SANATORIUM, MIss. 


The caption of this paper is that used 
by Yates and Raine’ in a most excellent 
article on surgery of the phrenic nerve and 
a title which we prefer to “Phrenicectomy,” 
as diaphragmatic paralysis is the ultimate 
end desired and may be brought about by 
crushing of the phrenic nerve (phrenem- 





*Read before the Section on Surgery at the 
Sixty-fourth Annual Session of the Mississippi 
State Medical Association, Jackson, May 13, 1931. 





754 


phraxis), phrenicectomy, removal in part, 
or by exairesis, which contemplates the 
removal of the nerve in its entirety to- 
gether with its accessory branches. Phren- 
icotomy or section of the nerve, so far as 
we are able to ascertain, was first sug- 
gested by Steurtz? in 1911, but to quote 
Frank and Miller,* “unfortunately, section 
of the phrenic nerve or phrenicotomy did 
not produce results in all cases. This was 
due to the fact, as was demonstrated by 
Felix in 1922, that the phrenic nerve often 
gets branches from the nerve to the sub- 
clavious muscle and also possibly from the 
hypoglossal, spinal accessory, vagus or sub- 
scapular nerve through the ansahypo- 
glossi.” There are other anomalies of the 
nerve such as aberrant or accessory 
branches that are to be met occasionally in 
addition to those enumerated. 

Inducing diaphragmatic paralysis, ex- 
cept when very transitory, as would be 
desired in operation on the diaphragm 
iself (e. g., diaphragmatic hernia), contem- 
plates a reduction in volume of the chest 
capacity and a complete arrest, as far as 
possible, of diaphragmatic movement on 
the operated side. This reduction in 
volume is variously estimated at from 
10 per cent to even as much as one-third. 
However, it becomes a therapeutic meas- 
ure of first importance in the treatment 
of pulmonary tuberculosis with cavitation, 
as well as in other forms of pulmonary 
disease, particularly where artificial pneu- 
mothorax cannot be successfully given by 
reason of adhesions between the parietal 
and visceral pleurae. It is not to be in- 
ferred that phrenicectomy is advocated as 
a procedure to take the place of artificial 
pneumothorax nor, on the other hand, do 
we feel that its field of application should 
be limited to those cases in which arti- 
ficial pneumothorax cannot be successfully 
undertaken, but that in selected cases, 
particularly lower lobe lesions (cavities, 
abscesses, bronchiectasis), the best results 
are to be expected from a combination of 
these two measures. 


Andrus and Wilson‘ state that after 
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diaphragmatic paralysis, where the ascent 
of the diaphragm is not impeded by 
adhesions, the lungs and visceral pleura 
of human beings and animals with thick 
pleurae receive the largest unit volume of 
blood through the bronchial vessels and the 
lungs receive the largest volume of blood 
through the pulmonary vessels. Both 
volumes are delivered with less than usual 
cardiac labor because peripheral intra- 
vascular resistance is so nearly minimal. 
The reduction in volume of the lung per- 
mits of the obliteration of cavities in a 
very satisfactory percentage of cases. 
O’Brien’ in 378 cases reports 191 of 50.5 
per cent of cavities closed following 
operation, 119 or 31.2 per cent becoming 
smaller after operation. Thus we have a 
total of 310 or 81.7 per cent either closed 
or reduced in size. It, therefore, neces- 
sarily follows that with reduction in size 
and obliteration of cavities there should be 
a tremendous decrease in the toxicity 
engendered in such lesions as, indeed, we 
find to be the case as evidenced by reduc- 
tion of temperature, improvement or 
cessation of cough and expectoration and 
other manifestations of a betterment in 
the patient’s physical condition. 

While bilateral phrenicectomy has been 
advocated in some instances, it is our 
opinion that operation on the phrenic 
nerve should be restricted to cases of 
unilateral disease or at least to cases in 
which there is but slight involvement of 
the other lung. 

In O’Brien’s series of cases, he reports 
26 per cent in which the disease in the 
contra-lateral lung healed completely along 
with the lesions in the operative side and 
52.7 per cent in which the lesions in the 
contra-lateral lung improved. At _ this 
point it may be stated that phrenicectomy 
has often proved to be a life-saving pro- 
cedure in cases of pulmonary hemorrhage 
where collapse of the lung could not be 
secured on account of pre-existing adhe- 
sions. This operation should also be done 
as a preliminary measure where thoraco- 
plasty is to be undertaken. 











Quite a good deal has been written with 
reference to the dangers attendant on 
phrenic exairesis yet one author in a 
series of 150 patients has not encountered 
any operative difficulty, and another in a 
series of 700 states that he has thus far 
escaped “unfortunate accidents.” Never- 
theless, it is to be borne in mind that 
accessory branches of the nerve may be 
found looped around the subclavian vein 
and around the thoracic duct and that both 
of these vessels have been injured in the 
extraction of the nerve. 

Horsley® reports a case of phrenic 
exairesis with extraction of 32.5 cm. of 
the nerve. We wish to exhibit here a left 
phrenic nerve which we recently removed 
which, together with its terminal filament, 
measured 40 cm., the main trunk of the 
nerve being 34.3 cm. in length. 

We shall not enter into a detailed de- 
scription of the operation but merely wish 
to state that it can readily be undertaken 
under local anesthesia and that there 
should not necessarily be any interruption 
of the’ patient’s usual hospital routine. 
Suffice it to say that a thorough and com- 
prehensive knowledge of the anatomical 
structures to be encountered and a certain 
degree of technical skill are essential. 

During the past year we have performed 
the operation upon sixteen patients at the 
Mississippi State Sanatorium. In all of 
these cases an attempt has been made to 
remove as much of the phrenic nerve as pos- 
sible-—the radical phrenicectomy of Felix, 
“phrenic exairesis.”” While upward of 10 
cm. was removed in most instances, in four 
cases the nerve broke before that much 
could be obtained. The operation was done 
under local anesthesia and except for some 
pain during the extraction of the nerve, 
from irritation of the mediastinal pleura, 
or from connections with other nerves, very 
little discomfort was suffered by the patient 
either during or after the operation In 
none of our patients was there any immedi- 
ate post-operative complication. One patient, 
with far advanced pulmonary disease, and 
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laryngeal involvement, developed a tuber- 
culous pneumonia about three days after 
the operation and died six weeks later. In 
one patient hemidiaphragmatic paralysis 
was only transitory, but even then there 
was definite improvement in her general 
condition which has continued. 

While it is too recent to say just what the 
ultimate results in our cases may be, we 
have seen much benefit derived from the 
operation in eight of the sixteen patients 
operated upon. Cough was made easier or 
ceased altogether and after a temporary 
increase there was a marked decrease in 
the amount of sputum and a diminution or 
cessation of toxic symptoms. One patient 
who had been subject to repeated hemor- 
rhages and frequent periods of pyrexia 
has been entirely free from both since the 
operation (four months.) A large cavity 
in his upper right chest has diminished to 
one-fourth of its former size in this brief 
period. In five cases improvement has been 
very slight or not at all. In all these the 
elevation of the diaphragm was prevented 
by dense pleural adhesions and cavities have 
been affected only slightly. It is hoped, how- 
ever, that some of these patients will 
improve to such an extent that a thoraco- 
plasty might be permissible later. 

Phrenicectomy then, when employed in 
carefully selected cases, is an operation of 
great value, but it must be clearly under- 
stood that it is only an adjunct to the funda- 
mental “rest cure” and can in no way be 
expected to replace it. Close cooperation 
between the internist and the surgeon is 
necessary to get the greatest good from this 
procedure. 
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DISCUSSION. 
Dr. John Darrington, (Yazoo City) It is to 


the credit of the medical profession that it is 
constantly endeavoring to prevent disease and 
relieve suffering and prolong life. We are the 
only body of men I know of that is trying, you 
might say, to kill our business, and I am impressed 
at the present moment with the fear that we are 
about to succeed. 

When we discovered the cause of tuberculosis, 
we thought the end was in sight. That hasn’t 
proven to be true. Some diseases we have about 
eliminated without finding the cause,—smallpox, 
for instance, but not tuberculosis. We are mak- 
ing a good fight, but we are not succeeding up to 
our expectations. All we have learned about 
tuberculosis up to today is that by taking the 
proper measure we will cure a certain per cent 
of the early cases. Tuberculosis results in a 
tremendous economic loss, not only to the in- 
dividuals, but to the state and communities try- 
ing to take care of these people, and, therefore, 
we welcome anything that will seem to add a lit- 
tle to our percentage of cures, and no doubt but 
that the method as described by the essayist is 
a step in that direction. This is not a brand new 
thing; it has been tried by surgeons throughout 
the country, and has been in use a good many 
years, but it has been worked out recently to 
where it has given results which are somewhat 
more encouraging. One of the chief things about 
this paper is the confidence we have in the es- 
sayist. When he makes the statement he has 
secured certain results, we accept that as facts. 

Alexander reported 200 cases in which there 
was a marked improvement of 10 per cent in the 
properly selected cases. He gave a series of 100 
cases that were far advanced. Out of that 100 
he had eight cases in which he had at least a 
symptomatic cure. So, he had eight patients that 
were cured by this method that would not have 
been cured by any other method we have now 
available. 

These things are encouraging and I feel it is 
one step more to the relief of a disease that is, 
you might say, universal; it is a widespread di- 
sease of the human race, and except for our na- 
tural immunity this world would be swept clean 
of people. Some one has said every man had 
tuberculosis at sometime during his life. An ex- 
amination of cadavers would seem to confirm 
that opinion,—scar tissue found in almost every 
lung. 

So, I say, if we get the correct impression about 
this, in properly selected cases,—it is not a uni- 
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versal cure,—but in properly selected cases we 
are going to be able to do something for a cer- 
tain number of tuberculous people we haven’t 
been able to do anything for by any known 
method. I thank you, gentlemen. 

Dr. T. W. Holmes: (Winona). I enjoyed the 
paper very much. I hope to see more like it. 

Dr. Barksdale (Closing): I want to thank Dr. 
Darrington and Dr. Holmes, I also want to thank 
the authorities at the Tuberculosis Sanatorium 
for the opportunty they have given me of doing 
this work. 

I want to endorse what Dr. Darrington has said 
about the type of cases in which it is proper to 
do this operation. Until somewhat late in the 
summer of last year or early fall, this had never 
been done at our state institution. I went to 
Memphis and did some work for a few days and 
found it wasn’t done in Memphis as far as I was 
able to determine. 

The impetus to do this, I think, came from a 
visit from a doctor of Cincinnati, a man who is 
nationally known. In a staff conference at the 
sanatorium the question of phrenicectomy was 
brought up, and it was the consensus of opinion 
that none had been done there, and it was decided 
to do it there, but to be very cautious in the 
selection of the patients. That was a happy 
medium. The middle of the road is always the 
safest. I hear so many arguments along these 
lines, either too conservative or too radical, but 
I think up to the present time we have been a 
little bit too conservative in the selection of 
patients on whom we have done these operations. 
In other words, it is the moderately sick man, 
the moderately advanced case, that can expect to 
get the greatest amount of relief from this opera- 
tion. Obviously any therapeutic procedure or 
any other measure instituted when a patient is 
in exterimis is going to be more or less worthless. 
I do not know that the operation should be 
limited to cases in which pneumothorax can be 
given, where the lift you get to your lungs is 
what you get from your disphragm alone. You 
get your lift from artificial pneumothorax, but 
notwithstanding that you have the movement of 
the diaphragm up and down and there must be 
some movement communicated to the lungs by 
the air in the pleural cavity. 

We have been feeling our way slowly at the 
sanatorium. I believe as we are enabled to watch 
our results a little more closely, the field of this 
operation will be broadened somewhat and we 
will begin to use it, perhaps, with a little more 
freedom than we have in the past. Instead of 
waiting until we see a patient with tremendous 
cavities,—and I may say cavities in the upper lobe 
is the least favorable condition for improvement, 
the most beneficial results have been obtained in 
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the lower lobe conditions,—we will begin to use 
it more as a rountine procedure, not in all cases, 
but in cases of moderately advanced disease, and 
I think we will begin to get results. As Dr. 
Strain has said, it is a matter for co-operation 
between the internest and the surgeon. I consider 
the surgeon merely the instrument to bring about 
the mechanical means of correcting what has been 
found by the internist. I think it is a wise check 
to have the internist pass on the patient before 
he goes to the surgeon and say this is a proper 
case for phrenicectomy and abide by the de- 
cision. 





THE ROENTGEN RAY TREATMENT 
OF INFLAMMATORY AND NON- 
MALIGNANT CONDITIONS.* 


E. B. VAN NESS, M. D., 
JACKSON, MIss. 


That roentgen ray therapy is of great 
value in the treatment of many diseases 
other than malignancies is no longer a mat- 
ter of theory or conjecture. It has been 
subjected to thorough clinical trial in the 
treatment of many diseases and has proven 
itself to be of value in many. In others, it 
is still too early to get a true idea of its 
value. It is not a cure-all which will sup- 
plant all other methods, but it is a very 
valuable addition to the weapons with 
which we fight disease. It is not my pur- 
pose in this paper to discuss a long list of 
diseases which can be treated by this 
method, or to go into technical details as to 
the method of treatment. I shall present 
for your consideration as briefly as possible 
some of the more common diseases in which 


roentgen ray treatment is well established. 
ERYSIPELAS. 


Good results are usually obtained if the 
treatment is given early. Improvement is 
noted in from six to twenty-four hours and 
progresses rapidly. Not all cases will re- 
spond, and in the treatment of children the 
effectiveness is not as great as in adults. 
The method, however, is painless, is un- 
attended by local systemic reactions, and 
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even though it does little good in some 
cases, can do no harm. The patients treated 
by this method seldom develop complica- 
tions. It is important that a surrounding 
zone of normal tissue should be included in 
the field exposed. 


CARBUNCLES AND FURUNCLES. 

Benefit here is prompt and marked, 
especially if the treatment is given before 
the stage of suppuration. The pain, which 
is such a dominant symptom in these con- 
ditions, begins to lessen in from four to 
twenty-four hours. Relief of the pain and 
tenderness usually enables the patient to 
go about with more freedom. If treated 
early, many will never reach the stage of 
suppuration, and in those that do the course 
will be shortened and less severe. In the 
suppurative stages it is less effective, but 
here also it will relieve pain and shorten 
the course. This method has in its favor 


that it is painless, requires only a few min- 


utes to administer, and is inexpensive. It 
is of greatest value in the early stages when 
other methods can do little, and often ren- 


ders more drastic measures unnecessary. 
CELLULITIS. 


Phlegmon and lymphangitis do not as a 
rule respond as well as do furuncles and car- 
buncle, but in many cases the pain can be 


relieved and the duration shortened. 
TUBERCULOUS ADENITIS. 


Roentgen ray is the treatment of choice 
here, and results are obtained which can 
not be duplicated by any other method of 
treatment. The process may involve only 
one group of glands, one side of the neck, 
or large groups of glands on both sides. 
The glands may be hard, semi-hard, or soft 
and fluctuant. If they are definitely soft, 
fluctuant, and caseous, roentgen ray treat- 
ment is contraindicated until there is free 
drainage. The majority will respond after 
one treatment, but it may be necessary to 
repeat at intervals of seven to ten days in 
the more chronic type. If after three or 
four treatments there has not been a defin- 
ite improvement, it is doubtful if further 
radiation is worth-while. If following 
treatment the glands become soft and fluc- 
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tuant, they must be thoroughly evacuated 
before continuing. 
ADENITIS DUE TO PYOGENIC ORGANISMS. 

These will also give good response to radi- 
ation in many cases. Improvement occurs 
within twelve to thirty-six hours, the pain 
and other symptoms will be lessened, and 
the course greatly shortened. The glands 
are much less likely to break down and sur- 
gery is usually avoided. If the glands have 
already reached the suppurative stage, 
roentgen ray treatment is contraindicated 
until there is free drainage. One treatment 
is usually sufficient, but in some it may be 
necessary to give two or three at seven to 
ten day intervals. 

INFLAMMATORY DISEASE OF THE LACHRYMAL, 

SALIVARY AND PAROTID GLANDS. 

These conditions are also favorably in- 
fluenced by roentgen ray therapy. It is 
especially valuable in cases of post-opera- 
tive parotitis. The acuteness of the disease 
is relieved, the course shortened, and very 
few fatalities occur. 

TUBERCULOUS PERITONITIS. 

This disease will in many instances show 
a very gratifying response to irradiation. 
If there is an ascites, the fluid should be 
aspirated before treating. The entire 
abdomen is included in the field of exposure. 
alternating front and back. 

PELVIC INFLAMMATORY DISEASE OF THE 
CHRONIC TYPE. 

Is often benefited by roentgen ray treat- 
ment. In the acute cases radiation should 
never be given. Several authors report ex- 
ceptionally good results from this type of 
treatment in as many as seventy-five per 
cent of the patients so treated. 

MASTITIS. 

Inflammatory conditions of the glandular 
structures of the breast are as favorably 
affected by roentgen ray treatment as are 
the other types of adenitis. Not only is 
there a marked analgesic effect, but the 
course is shortened and surgical measures 
are less likely to be necessary. If it has 
reached the suppurative stage, radiation is 
contraindicated until there is free drainage. 
Several treatments at weekly intervals may 
be required. 
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TRACHOMA. 

Roentgen-ray treatment of this disease 
of the eyelids will result in complete cure 
in the majority of case. A few will recur, 
but the recurrent lesions respond quickly 
to additional doses. Three or four small 
doses at weekly intervals are _ usually 
sufficient. 

PARONYCHIA. 

The simple form of paronychia due to a 
bacterial infection heals readily following 
one or two treatments with superficial 
roentgen-ray therapy. The more chronic 
type which is due to some parasitic infec- 
tion is much more resistant, must be 
treated over a longer period, and is apt to 


give a much lower percentage of cures. 
BURNS. 


In both thermal and chemical burns 
treatment with fractional doses of roent- 
gen ray has considerable analgesic effect. 
The accompanying inflammatory reactions 


is also apt to be much less severe. 
PLANTAR WARTS AND CORNS. 


These can often be successfully removed 
by means of the roentgen rays. Here a 
much larger dosage is used and the normal 
tissues must be carefully shielded with 
lead. The horny superficial layers should 
be removed before treating. Most plantar 
warts can be removed by this method. 


Corns are not so amenable to treatment. 
THYMUS. 


Little need be said as to the treatment 
of thymic disease as it is almost univer- 
sally recognized that roentgen ray is the 
only really effective method. If properly 
given the treatment is in no way dangerous 
as the dosage is so small that it can not 
harm normal tissues whose resistance to 
irradiation is much greater than the 
lymphoid tissue of the thymus. Sufficient 
dosage should be used to accomplish the 
desired result in one or two treatments. 
If two areas can be treated, one over the 
anterior and one over the posterior aspect, 
it will seldom be necessary to repeat. If 
after three treatments the condition is not 
greatly improved it is probable that the 
thymus is not the offender even though it 
be larger than normal. 

















PERTUSSIS. 

In many cases of whooping cough the 
persistent, spasmodic cough can be relieved 
by roentgen ray treatment. The relief is 
usually prompt and increases rapidly as 
additional doses are given. Fractional 
doses are given at weekly intervals over 
both the anterior and the posterior chest, 
alternating with each treatment. Large 
doses are not necessary. 

ASTHMA. 

Occasionally roentgen ray treatment will 
relieve asthmatic attacks where other 
measures fail. It of course can not cure 
asthma due to allergy, but may have a 
distinct analgesic and antispasmodic effect 
during acute attacks. It is only a tem- 
porary measure and can not give perma- 


nent relief. 
THYROID DISEASE. 


It has become a common idea among 
many surgeons that roentgen ray treat- 
ment is contraindicated in that it results 
in an increased fibrosis of the pericapsular 
tissue which makes subsequent surgical 
measures more difficult. This idea remains 
to be proven. Many men have reported 
that there is no more fibrosis after irradia- 
tion than in those cases not irradiated. It 
is difficult to see how three or four frac- 
tional doses of roentgen rays could result 
in much fibrosis. Colloidal and cystic 
goiters should be treated surgically and 
never by roentgen ray. In the toxic aden- 
omata and exophthalmic types, some can 
be cured by means of roentgen ray treat- 
ment alone; others can be improved to such 
an extent that they become much better 
surgical risks. Its advantages over sur- 
gery are that it has a mortality rate of 
practically zero; it is painless and can be 
given without discomfort to the patient; 
if properly given the chances of a burn are 
practically nil. Its great disadvantage, 
that it is slower than surgery, is after all 
a minor one. 

BENIGN UTERINE HEMORRHAGE. 

Here radiation therapy is of great value. 
Either roentgen ray or radium may be 
equally effective, but roentgen ray has the 
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advantage in that it is given quickly, pain- 
lessly and hospitalization is not necessary. 
Cases of menorrhagia in women past the 
child-bearing age can almost universally 
be cured by irradiation. Here the treat- 
ment is to produce castration and a per- 
manent menopause. In women still in the 
child-bearing age smaller doses should be 
used to produce a temporary menopause 
lasting from six months to a year. Whether 
the bleeding is primarily ovarian or due to 
an endometritis which does not respond to 
curettage and other measures, radiation is 
equally effective. Bleeding due to uterine 
fibroids can be stopped and the tumors will 
regress under radiation treatment. How- 
ever, if the tumor is large, if there is pelvic 
inflammatory disease, if the tumor is com- 
plicating pregnancy, or if the woman is 
young and in the child-bearing age, sur- 
gery is the method of choice. If the woman 
is past the age of child bearing or is a poor 


surgical risk, radiation should be used. 
SUMMARY. 


It has not been my purpose to go very 
deeply into the exact technic used in the 
treatment of these conditions. As a rule 
the treatment of the inflammatory condi- 
tions varies little. Fractional doses are 
used which seldom exceed one-third to one- 
half of an erythema dose. Hence the treat- 
ment, even if it benefits the patient little, 
can certainly do no harm. Most of these 
treatments are given with moderate volt- 
ages and filtration, usually varying from 
one hundred to one hundred and forty peak 
kilovolts and with either four millimeters 
aluminum or with quarter millimeter cop- 
per and one aluminum filters. These 
factors will vary slightly according to the 
condition being treated and with the indi- 
vidual preference of the radiologist. The 
more superficial lesions may be treated 
with the longer wave lengths. Most men 
report that the best results are obtained 
with initial doses of from one-tenth to one- 
third of an erythema. 

Roentgen ray treatment can not entirely 
supplant other methods, nor should anyone 
attempt to make it the only treatment. 
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The best results will only be accomplished 
by the close cooperation between the at- 
tending physicians and the radiologist. It 
is a very valuable means of therapy which 
should be for the mutual benefit of the 
patient, the attending physicians, and the 
radiologist. The latter must curb his en- 
thusiasm and advise the use of roentgen 
ray only where it is indicated, promising 
neither too little nor too much in the 
results. Not the least part of his coopera- 
tion is to see that the charges are not too 
expensive. Neither the patient nor the 
attending physician are going to be satis- 
fied with a charge of ten or fifteen dollars 
for roentgen ray treatment, when the 
charge for surgical treatment is much 
less, even though it is more painful and 
requires a longer time to get well. 

On the other hand, if the physician or 
surgeon is going to judge solely on suc- 
cessful results, it is only fair that he give 
the radiologist a chance to treat these 
cases early in the disease when the maxi- 
mum effect can be obtained. If only those 
cases which have failed to respond to all 
other remedies and are considered hope- 
less are referred to the radiologist as a 
last resort, do not expect anything but poor 
results. If radiation therapy is given a 
fair and thorough trial, used early in the 
disease and in conjunction with the proper 
medical or surgical supervision, I think that 
you will be very agreeably surprised at the 
excellent results which can be obtained in 


the majority of cases. 
: DISCUSSION. 

Dr. C. A. Everett (Bude, Miss.): I enjoyed the 
paper very much. It inculeates many reasons 
why the roentgen ray should delve deeply into 
therapeutics. I believe it behooves us as a unit 
to concentrate our study into a strictly special- 
ized study. 

From the patients I have referred, I have found 
the results just as the essayist has mentioned. 

Dr. M. D. Ratcliff (McComb): There is one 
thing that will give us happy results, and that is 
to give roentgen ray treatment for herpes zoster, 
covering the area of eruption. 

Dr. E. B. Van Ness (closing): The time was 
limited so I did not attempt to take up therapy 
in skin diseases, but it is pretty well established 
and generally known 
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THE ROENTGEN RAY IN THE DIAG- 
NOSIS OF MALIGNANCY.* 


E. C. SAMUEL, M. D., 
AND 
E. R. BOWIE, M. D., 
NEW ORLEANS. 


The problem of malignancy is one which 
is perennial and one which is familiar to 
all of us because, no matter what our 
specialty, we meet with it sooner or later. 
It is even familiar to us as one of our most 
common phobias and this notion is so 
universal that for the majority of us, we 
have only to think well to recall the time 
when the fear of malignancy has assailed 
us and we were the uneasy patient seeking 
and yet fearing enlightenment at the hands 
of our chosen physician. 

Again, malignancy is one field in which 
the education of the laity has proceeded to 
a very considerable degree until it has 
almost become possible for the intelligent 
layman to have as complete a knowledge as 
many of us, with the difference that he lacks 
the practical side which we should possess. 
There is no wish to belittle this education 
of the laymen and it is only emphasized 
that we realize the better how vitally im- 
portant is the need for us to keep pace. 
This educational campaign stresses, among 
other features, the vital necessity for the 
early diagnosis of the disease and sends to 
us increasingly large numbers of patients 
who seek to know whether or not they have 
“cancer”. 

Just how are we to proceed and just 
what if any dependable aids in diagnosis 
do we have at our command? It is with 
the reply to the second of these queries 
that we are interested and, to be again 
more specific, with the field of roentgen 
ray as a diagnostic aid in malignancy. 
Unfortunately, it is in diagnosis that the 
roentgen ray has its greatest field in 
malignancy in spite of all the hopes we 
have had at various times that in radiation 
we had at our command the most important 
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therapeutic agent available in the treat- 
ment of this condition. In the early days 
of radiation, the roentgen ray was hailed 
as the long sought means whereby malig- 
nancy might be conquered without the sacri- 
fice of the individual. Our hopes were soon 
shattered only to be raised again from time 
to time with new sets of statistics and re- 
sults, new technic, new coordination of radi- 
ation and surgery. Our last great hope from 
roentgen ray in malignancy came several 
years ago with the advent of deep therapy 
or, aS some of us may term it, short wave 
therapy. Unfortunately, our hopes were 
only roused to be again shattered. Not 
that we face now or have at any time such 
failure of roentgen ray as a therapeutic 
agent as to justify its abandonment. Far 
from it. We are continually, even though 
slowly, advancing and we are not losing any 
of the ground we have gained. It is merely 
that our bursts of optimism have not been 
lasting. 

In the field of diagnosis, however, the 
progress has been much more definite and 
satisfactory. There are many of us who 
have no great experience in malignancy 
owing to the fortunes of our practice, or 
rather perhaps their limitations, and when 
the possibility exists, that there is before us 
a case of malignancy, we naturally seek 
whatever there may be of definite, tangible 
certainty to supplement the purely clinical 
picture, just as in a suspected diphtheritic 
throat we seek the confirmation of the 
microscope, no matter how clear cut the 
clinical features may be. 

It is desired to recall to you rather 
rapidly just what may be the dependence 
to be placed upon roentgen ray examination 
in malignancy from the diagnostic stand- 
point. There is much that will be familiar 
to us all and there is no pretense that any 
new matter is offered. It is merely hoped 
that the emphasis given the aid which can 
be given by this agent in the diagnosis of 
malignancy will help us in our study of this 
important problem. It is also to be hoped 
that such a review of roentgen ray diagnos- 
tic possibilities will help us to be more 
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alert in all our examinations where it is 
used and malignancy not expected. 

The aid which we are to obtain from the 
roentgen ray in these cases is dependent 
upon the basic principle of all roentgen ray 
diagnosis, the variation of the findings in 
our films from the normal. With this prin- 
ciple in mind, we must realize how more 
important than ever it is that we make a 
careful comparison of the suspected part 
with our mental conception of the normal 
or with other radiographs of similar areas 
which we know demonstrate no pathology. 
Fortunately, within the past few years, 
there have become available various excel- 
lent atlases and monographs covering the 
normal radiographic anatomy of practi- 
cally the entire body and it is no longer 
necessary to limit ourselves to those in 
foreign languages as there are now equally 
excellent works in English. The technical 
standard of these collections as regards the 
reproduction of the radiograph has been 
improved to such an extent, as well, as to 
make them extremely valuable. Works of 
reference such as these should more 
frequently form a part of the medical 
library of the physician with the ever- 
increasing numbers of small radiographic 
outfits which are being utilized by the 
profession. No set of atlases, however 
complete, can equal the mental picture of 
the film and the associated clinical case 
which we carry in our minds and add to 
constantly as we build up our mental 
library of normal and pathological radio- 
graphs. 

The bony skeleton is the realm in which 
we find our most certain and easily deter- 
mined diagnoses because it is here that we 
can as a rule better and more uniformly 
demonstrate the pathology with fewer of 
the technical difficulties which beset us, 
in the viscera, for example. Before con- 
sidering the main types of malignancy to 
be encountered in bone we must give some 
attention to our method of study. The 
changes which we find in our films are 
comparatively simple, either bone produc- 
tion or destruction, and it is from the 
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recognition of these factors that we arrive 
at a diagnosis, just as we determine the 
existence of a fracture by the recognition 
of its departure from the normal, namely, a 
solution of continuity of the bone. In the 
bone tumor, we are also aided by various 
additional facts derived from the clinical 
study such as the age of the patient and the 
sex. Such facts as these lead us to suspect 
a tumor in the male pelvis to be a metas- 
tasis from the prostate and a tumor in a 
child to be sarcomatous rather than car- 
cinomatous since carcinoma is rare in the 
young. 

Given a bone tumor, we must proceed to 
an analysis of it in a somewhat orderly 
fashion. All tumors in bone are either 
primary or metastatic. So far as possible 
its origin, whether cortical or medullary, 
must be decided. This is not sufficient, 
however, to decide whether we are dealing 
with a carcinoma or sarcoma since sar- 
coma, being a connective tissue growth, 
may be either primary or secondary in 
the medullary canal and we must therefore 
continue with our analysis. Do we have 
bone production or destruction, is the cor- 
tex present or absent, does the growth 
infiltrate bone and soft tissue? Again we 
must consider the secondary factors of the 
age and sex of the patient as well as 
another feature, the actual site of the 
lesion. This latter may be of considerable 
aid since the metastatic carcinoma will be 
most likely found near the nutrient canal 
of the bone whereas the favored site for 
sarcoma is at the end of the bones. 

The more important malignancies of 
bone which we encounter are carcinoma, 
hypernephroma and the various types of 
sarcoma. Carcinoma is metastatic in origin 
and therefore medullary, is a tumor of the 
latter half of life and shows us bone pro- 
duction within the tumor. It destroys the 
cortex and is distinctly of the invasive 
type. In the female, metastasis from the 
breast is of course most common; and in 
the male, carcinoma of the prostate is one 
of the most frequent primary sources of 
carcinomatous metastasis. 
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Hypernephroma is also medullary and 
very similar in appearance to carcinoma. 
It is usually found in mid-life. 

Round cell sarcoma is medullary in 
origin, produces no bone, destroys the 
cortex and is invasive. It is a lesion of 
early life and its appearance is so like that 
of carcinoma that we must rely on indirect 
evidence in differential diagnosis. Spindle- 
cell sarcoma is less invasive, destroys the 
cortex and is usually medullary in origin. 
One feature which characterizes both peri- 
osteal and osteo-sarcoma is their tendency 
to produce bone. Periosteal sarcoma is cor- 
tical in origin and causes little destruction 
of the shaft and periosteum. The charac- 
teristic manner in which new bone is laid 
down in the soft tissues in small striae 
perpendicular to the shaft is an unmistak- 
able feature of this tumor. Osteosarcoma 
also arises from the cortex and extends 
both within the bone and soft tissues. It 
is a bone producing tumor but unlike 
periosteal sarcoma there is extensive de- 
struction of the shaft. 

Differential diagnosis between malignan- 
cies of bone and benign tumors would be 
desirable but time forbids. A few words, 
however, as to one of the most frequent 
benign tumors which is to be confused can 
not be avoided. This is giant cell sarcoma 
which still seems to be frequently confused 
with true sarcoma. It is neither metas- 
tatic in origin nor does it metastasize. It 
does not destroy the cortex but expands it. 
It shows no signs of invasion and there is 
no new bone formation. 

Passing now to the chest we find the 
lungs the most frequent site of malignancy 
and carcinoma the most usual type of 
tumor. We again have to deal with tumor 
masses and we again find difficult problems 
of differential diagnosis, further compli- 
cated by the need for differentiation from 
benign tumors, infections such as abscesses, 
or luetic lesions. Not only are the lungs 
to be considered but the chest wall, the 
pleura, mediastinum and sub-diaphragmatic 
area. Again, our problem is to know the 
normal and decide upon changes therefrom 
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with the most painstaking consideration of 
all factors concerned. At times we do meet 
with malignant metastases in the chest of 
such characteristic appearance that the 
diagnosis is unmistakable once it has been 
previously correctly recognized. Of this 
type is the familiar puff-ball appearance of 
the nodules of metastatic sarcoma. In such 
cases we are inclined to disregard the warn- 
ing of one well known man, “Never make a 
diagnosis of a tumor because it looks like 
something seen before.” Even in such out- 
standing cases the better procedure is to 
make as thorough a study and analysis as 
possible. 

The gastro-intestinal tract is another 
field where the roentgen ray has been of 
great aid since the opaque meal has enabled 
its study. Here the field is rather nar- 
rowed to the one lesion, carcinoma, and our 
difficulties are often largely technical, the 
difficulty in obtaining a satisfactory radio- 
graphic demonstration of the lesion. Given 
our defect in the outline, our departure 
from the normal, our problem is very 
frequently solved and at best there is only 
the certain percentage of such early cases 
which need to be distinguished from an 
ulcer. In the gastro-intestinal tract, it is 
hardly necessary to recall, we may expect 
to find malignant lesions in esophagus, 
stomach and large intestine. 

Malignant lesions are further to be 
demonstrated for the ear, nose and throat 
specialist in the various sinuses, for the 
urologist in his field, occasionally for the 
neurologist. In every field let us repeat at 
the risk of being tiresome that we must 
know the normal anatomy and recognize 
departures therefrom. We must analyze 
our radiographs as carefully as possible 
and make proper correlation of the radio- 
graphic findings with the clinical features 
of the case. We must not hide in our 
laboratory and see only our radiograph but 
if the referring physician does not take us 
into his confidence and discuss the case 
with us, it is our duty to seek to be our- 
selves clinicians as well as radologists, to 
demand our share in the general knowledge 


of the patient. Too often is the attitude, or 
perhaps has been, that of keeping us so far 
as possible in the dark lest we may be 
prejudiced. Acquaint us with all possible 
facts of the case and when we are proven 
wrong give us that fact also. 

DISCUSSION. 

Dr. J. D. Rives (New Orleans): Dr. Bowie 
has treated such a wide subject that it is difficult 
to see the horizon from where I stand. He has 
ably summed up the advantages of the roentgen 
ray in diagnosis, so I shall confine myself to the 
dangers of it. The roentgen ray is valuable in 
the diagnosis of malignancy in direct proportion 
to the ability and experience of the man who is 
using it. No radiologist of wide experience, or 
even of wide reading, will attempt to read a film 
which is not clear and accurate in every detail, 
for if he does he will be led into error and the 
patient will pay the price of his mistake. The 
technic must be flawless, the best that modern 
machinery, which is extremely good machinery, 
makes possible. No bone plate should be read 
which does not show bone detail. It is futile and 
dangerous to read any other kind. 

If we admit excellence of technic, we still have 
to choose the methods by which diagnosis can be 
arrived at. In the gastro-intestinal tract this con- 
sideration is very important. Malignant disease 
is uncommon in the small bowel, but is very com- 
mon in the stomach and the large bowel. Radio- 
graphic study of the stomach is incomplete with- 
out fluoroscopy by a man of wide experience, a 
man thoroughly acquainted with the appearance 
of the normal organ, a man who can differentiate 
between spasm and organic pathology, a man who 
knows the methods of overcoming spasm. A study 
of the lower intestinal tract is of little value 
without a barium enema. An opaque meal by 
mouth does not solve the problem. I have known 
most distressing mistakes to occur when only that 
method was used. A hard bolus of feces gives all 
the evidence of an extensive defect, and only a 
barium enema will clarify the situation. A month 
ago I heard of an operation undertaken for sup- 
posed malignancy of the recto-sigmoid junction, 
the diagnosis being made by a radiologist of ex- 
perience and a surgeon of experience, but only a 
spasm was present. 

I do not undervalue the roentgen ray but I do 
insist on its proper use. In my opinion there is 
nothing more dangerous than what I may term 
the home type of radiologist, the man who has 
little experience and little equipment. For the 
diagnosis of fractures it may be good. For the 
diagnosis of gross chest pathology it may be good. 
But for the diagnosis of malignancy there is noth- 
ing to be said for it, nothing to be said for the 
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man who operates it, for it takes skill and experi- 
ence to make that diagnosis so that the patient 
shall not suffer. 

The radiologist must be part pathologist. In 
bone work the roentgen ray shows the bony struc- 
ture quite as accurately as section does; only the 
cellular structure is missing. It is just as diag- 
nostic as gross section. In chest pathology the 
same holds true. Any chest disease must be diag- 
nosed or eliminated on the strength of the radiol- 
ogic examination. Fluoroscopic examination is 
helpful here, but entirely insufficient, we need 
the record of the plate, and when we have it, 
we have the most complete record of disease we 
can obtain short of autopsy. 

Finally, the roentgen ray should be used to in- 
dicate the prognosis of malignancy elsewhere. It 
is foolhardy to undertake the surgical treatment 
of prostatic malignancy, even when removal is 
clearly possible, without first examining the chest 
of the patient for metastasis. It is equally fool- 
ish to try to operate on bone tumors without this 
precaution. Do no radical surgery for malignancy 
of these and other types without being certain 
that your work will be of some value by the elim- 
ination of chest metastases with the aid of the 
roentgen ray. 

Dr. A. Jerome Thomas (Shreveport): The 
science of radiology has made more progress in 
the past decade than any other branch of medi- 
cine. It had far to go because technical methods 
had to be developed and technicians trained to 
such work. It will continue to make progress 
but the big problem now is to develop the equip- 
ment to keep up with the scientific radiology. The 
scientific radiologist has practically outdistanced 
the present roentgen ray equpment. We need 
roentgen-ray tubes with smaller focal spots capa- 
ble of carrying much higher load than the pres- 
ent roentgen ray tubes as constructed at this time, 
will carry. We need other improvements such as 
stabilizers that will function, and take care of 
the power line fluctation of the electric current. 
When we get these things our results in radio- 
graphic productions will astonish you. I have in 
my own work had sufficient encouragements to 
make me believe that these things are going to 
happen. The Journal of the American Medical 
Association commented editorially on these things 
a few months ago. Just last week while examin- 
ing a forearm for suspected arthritis with cartila- 
genious destruction using a special technic I have 
evolved I was able to demonstrate the bony and 
muscular structures and also visualize the brachial 
artery and its bifurcation at the elbow joint. I 
do not agree with the majority of radiologists that 
the acute osteomyelitis can not be demonstrated 
before destruction has occurred. I am certain 
that this lesion will be diagnosed in a much earlier 
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stage. One word of warning when giving roent- 
gen ray therapy for malignant disease, be care- 
ful not to use it in the vicinity of the suprarenal 
eapsules. If you do, you may destroy the func- 
tions of these glands. When they are destroyed 
the usual rule will be death within several months, 
and the chances are your patient will live longer 
with the intra-abdominal cancer if let alone. 





BLOOD TRANSFUSION.* 


SAMUEL E. FIELD, M. D., 
CENTREVILLE, MISS. 


During the past six or eight years blood 
transfusion as a therapeutic measure has 
gained immensely in popularity and the 
number of ailments is which it is being 
used has markedly increased. 

The perfection of the apparatus for the 
direct transfusion of unchanged blood has 
raised this procedure to a position where it 
should no longer be considered as a last 
desperate resort but as a therapeutic agent 
of great value. With a careful cross match- 
ing between the recipient and donor, un- 
changed blood may be infused with prob- 
ably no more danger than the infusion of 
saline. 

Blood transfusion has been used over a 
long period of time by surgeons in major 
crises, but it is not being used as much as 
it deserves, and especially is this true in 
medical cases. 

The correct typing or matching of blood 
for a transfusion is, of course, most im- 
portant. In our transfusions we have used 
the direct or cross matching method en- 
tirely. This method is relatively simple 
and can be mastered with very little effort 
and the expenditure of a moderate amount 
of time. We have not felt that it was neces- 
sary to group the donors used in our cases. 

Transfusions are sometimes given after 
determining the compatibility of the donor’s 
cells with the recipient’s serum. 

But we should not stop here. It is just as 
simple to continue the test and determine 





*Read before the Section on Surgery at the 
Sixty-fourth Annual Session of the Mississippi 
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the compatibility of the donor’s serum with 
the recipient’s cells. If there is a choice 
of donors it is best to choose one whose cells 
and serum are compatible with the re- 
cipient. Some reactions may be prevented 
by performing both processes. 

In addition to a careful determination of 
the compatibility of the blood, we should, 
wherever circumstances will permit, ex- 
amine the donor’s blood for malaria and 
lues. We have employed donors without 
first making these tests, and from whom 
we had simply a denial of blood stream in- 
fection, and so far we have had no complica- 
tions. But if we persistently neglect that 
part of our examinations we will sooner or 
later transfuse infected blood. Occasion- 
ally, we all have cases on whom a transfu- 
sion must be done with as little delay as 
possible, and in such instances, I believe 
that these tests may be omitted. A malaria 
examination, “the Kahn test” or the Kline 
and Young test may all be completed within 
two hours, and with few exceptions, this 
short delay is immaterial. 

Some observers advise the matching of 
white cells, but I do not believe this is neces- 
sary. Any reactions which may be at- 
tributed to them is mild and unimportant. 

Even though one has a so-called universal 
donor for use at all times, we believe that 
direct matching should be done before the 
transfusion is given. Where more than one 
transfusion is to be given the same patient, 
direct typing should be done for each trans- 
fusion, even if the same donor is used, and 
occasionally this may be necessary. How- 
ever, it is advisable to employ a different 
donor if possible. Reactions are less likely 
to occur and better results are obtained. We 
cannot expect to avoid reactions with every 
transfusion but all possible precautions 
should be taken to avoid them. It is obvious 
that a patient who has a chill, high fever, 
nausea or vomiting following a transfusion 
cannot derive the full benefit from the trans- 
fused blood. 

The transfusion of unchanged blood is 
now almost universally accepted as the 


best procedure. There are no contra-in- 
dications to the transfusion of whole 
blood. There are several contra-indica- 
tions to the use of the citrate method. 
Most observers report a much higher per- 
centage of reactions following the citrate 
method. Jamison states that a reaction 
may be expected in about forty per cent of 
cases. Brines reports a decrease from 
twenty-five per cent reactions using citrated 
blood to from two to four per cent in one 
hundred cases using unmodified blood. 

In certain blood dyscrasias, the citrate 
method is, at least, theoretically, contra- 
indicated because of its effect on the action 
of the blood platelets in the donated 
blood and it almost completely destroys 
complement. Johns has’ reported a very 
definite drop in natural complement 
in blood withdrawn within an _ hour 
after transfusion of citrated blood. This 
may explain the failure of transfusion in 
septic cases when this method is used. In 
any condition in which the patient shows 
a tendency to bleed, citrate should not be 
used because it does increase the coagula- 
tion and bleeding time. Blood untreated by 
chemicals, not exposed to air, glassware, 
or stirring, should certainly be better able 
to function normally and less apt to pro- 
duce reactions. 

In all of our cases we have used the 
Scannell instrument for the transfusion of 
unmodified blood and found it most satis- 
factory. It is not an expensive instrument, 
requires very little care in keeping it clean, 
is practically fool-proof, and a trained team 
of assistants is not necessary. In a small 
percentage of cases where the donor or 
recipient have small invisible veins it will 
be necessary surgically to expose the vein 
to insure success. After using this instru- 
ment we have discarded entirely the citrate 
method and in transfusion in infants it is a 
perfect substitute for the syringe and 
canula method, recommended by Linde- 
mann and others. By this method 400 to 
600 cubic centimeters of blood may be 
given within six to twelve minutes. 
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The author believes that rapid transfu- 
sions are just as safe as the slow technic 
except in cases of acute cardio-valvular dis- 
ease or acute infections of the lungs. More 
than the usual care should be taken with 
this type of case. 

Fatal post-transfusion reactions are ex- 
tremely rare. Brines reports .05 per cent 
in a series of 4000 cases. And in each fatal 
case there was a previous diagnosis of 
chronic nephritis. His cases died within 
four to eight days and all had definite symp- 
toms of uremia. 

Transfusion reactions vary greatly, from 
slight headache, backache, and slight fever; 
to chill, high fever, general malaise, convul- 
sion, unconsciousness and all the symptoms 
of true anaphylactic shock. Sudden head- 
ache, and pain in the back occurring dur- 
ing the process of transfusion demands 
prompt cessation of the operation. In our 
cases we have noticed only two reactions. 
Both occurred within five minutes after the 
transfusion was completed. One was very 
mild and consisted of headache and slight 
pain in the back. All symptoms cleared up 
within three hours. In the second case, 
the reaction was severe, there was a definite 
convulsion, cyanosis, slow respiration, 
feeble pulse and unconsciousness. How- 
ever, it was of short duration and within 
one hour all symptoms had disappeared and 
recovery was uneventful. 

In both of these cases, as in all the others, 
the donor was chosen after compatibility 
was determined by cross matching. The 
cause of these reactions was not definitely 
determined. In the first case it may have 
been due to incompatibility of the white 
cells. The second case was a typical an- 
aphylactic reaction, which implies some 
protein sensitization, but this reaction is 
not clearly understood. 

Transfused blood may be expected to 
supply several different things. It increases 
the volume, raises the blood pressure and 
increases the oxygen and carbon dioxide 
carrying power of the blood. In certain 
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blood dyscrasias it decreases the coagula- 
tion time, and is invaluable in cases of pur- 
pura, hemorrhagic diseases of the new 
born, or hemophilia. I recall two cases of 
hemorrhage in hemophiliacs following ex- 
traction of teeth, in which every known 
method for the local control of hemorrhage 
was used without success and it was con- 
trolled immediately with one transfusion. 
In acute hemorrhages following ruptured 
ectopic pregnancy, severe injuries, bleed- 
ing ulcers, transfusion is used with 
dramatic effect. 

In pernicious anemia it is universally ac- 
cepted. In secondary anemias resulting 
from chronic infections it is of undoubted 
value, it replaces lost blood and stimulates 
antibody formation. Two of our cases will 
illustrate this fact clearly. Both were cases 
of peri-renal abscesses in which drainage 
had been instituted without effect on the 
temperature and toxemia, that is both con- 
tinued to run high fever and gradually grew 
worse. No other pathology could be found. 
Both were given whole blood transfusions 
and improvement was almost immediate, 
recovery was uneventful. 

Many cases who are poor surgical risks 
may be rendered relatively safe for surgery 
by preoperative transfusions. This is par- 
ticularly true in women who have had con- 
tinuous uterine bleeding over a long period 
of time with resulting secondary anemia. 
The effect of transfusion in this type of 
case is little short of a miracle. Undoubt- 
edly many lives have been saved by trans- 
fusion following major surgical procedures. 
Other conditions in which blood transfusion 
has been proven beneficial are, shock, car- 
bon-monoxide poisioning, erysipelas, septi- 
cemia, premature and debilitated infants, 
acute intestinal intoxication and acidosis 
and in immuno-transfusions in bacteriemia 
and septicemia. There is still some con- 
troversy as to the value of transfusion in 
some of the conditions listed above, but it 
has been universally accepted in the ma- 
jority of them. 
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In our clinic we have followed the policy, 
“when in doubt, transfuse’”’, and up to the 
present time we have not had cause to re- 
gret it. Our transfusion operations are 
relatively small in number but the results 
obtained argues well for the continuation 
and more widespread use of the transfusion 
of whole blood as a therapeutic measure. 

DISCUSSION. 

Dr. G. Y. Gillespie, Jr. (New Orleans): Dr. 
Field has carried out the policy I believe in, and 
that is to have one method of transfusing blood, 
and if it proves satisfactory to you, by all means 
stick to that method. 

It is my opinion that the transfusion of blood 
is a surgical procedure demanding the proper 
technic. It is sometimes difficult to determine 
when a transfusion should be done because in the 
introduction of the complex medium of blood lies 
the potentialities of marked clinical improvement 
or damage, and the procedure is no less dangerous 
when misused than efficacious when properly em- 
ployed. 

The choice of administration of blood lies in 
two methods. The citrate method is perhaps 
simpler and more quickly available to more sur- 
geons, eliminating the necessity for hurry, and 
permitting an operation which hardly admits of 
total failure. On certain grounds whole blood 
transfusion would probably be preferred to modi- 
fied blood transfusions; the latter involves great- 
er possibilities than the former for the introduc- 
tion of some undesirable foreign substance along 
with the blood used. When all is said and done 
there is no real evidence to sustain the argument 
that sodium citrate is harmful to the body econ- 
omy either directly or indirectly. It is true that 
reactions following the use of citrated blood occur 
more frequently than following the use of whole 
blood, but many observers are inclined to lay the 
blame for the high percentage of these reactions 
to technic rather than than method. In most cases 
it actually makes little difference which technic 
one uses, and with certain exceptions, certainly 
the technic with which the surgeon is most fami- 
liar and does most expertly is the one to use. 
Success in the use of most of the ingenious instru- 
ments depends more upon the individual’s pref- 
erence, manual dexterity and past practice than 
upon any particular superiority in design. 

Aside from the reaction due to faulty technic, 
we are always going to get reactions that we can 
not explain in the transfusion of blood. These 
blood transfusion reactions may be due to the 
disturbance of the colloid balance of the recipi- 
ent’s serum and the donor serum. 
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Dr. W. D. McCalip (Yazoo City): The trans- 
fusion of blood is of great therapeutic value 
when properly applied in certain cases. It goes 
without saying under ordinary circumstances those 
who propose to perform a blood transfusion should 
be themselves competent laboratory men or should 
avail themselves of the services of well trained 
laboratory consultants in respect to the prelimi- 
nary typing or matching of the bloods which it is 
proposed to mix in order to make sure that they 
are compatable. The process of determining com- 
patibility is not really a difficult thing. and can 
be mastered with very little effort. It does not 
involve determination of the blood groups of the 
donor and of the recipient, but consists of a test 
of the agglutinative power of the recipient’s serum 
upon the donor’s red blood cells, and vice-versa. 
About one-third of the transfusions of unlike 
blood give reactions because of incompatibility, 
and about five per cent of such incompatables 
prove fatal, or at least jeopardize the life of the 
patient. 

The indications for transfusion are shock, hem- 
orrhage, prolonged anemia, and so forth. A donor 
should be chosen who is healthy, free from any 
disease, especially diseases like syphilis, malaria, 
and so forth, whose plasma does not agglutinate 
the recipient’s red blood cells, and whose cells are 
not agglutinated by the recipient’s plasma. If 
an ideal donor can not be found, it is safer to 
use a donor whose plasma agglutinates the recipi- 
ent’s cells than one whose cells are agglutinated 
by the recipient’s plasma. 

Where matching cannot be done, as sometimes 
occurs in emergencies, immediate members of the 
family should first be obtained as you are not so 
likely to get the hemolyzing effect from members 
of the family as from others. As an illustration, 
only a short while ago in blood matching, six 
members of a family, consisting of mother, father, 
sister and aunts were matched to 100 per cent. 
The recipient’s blood matched to 100 per cent 
with all six. In another case, out of nine match- 
ings only one could be used—only one donor in 
nine who would match with the recipient. 

Where you have to resort to a transfusion with- 
out a matching of blood, a test should be made by 
drawing two mm. of sodium citrate solution into 
a hypodermic syringe, then drawing eight or nine 
mm. of the donor’s blood into the syringe, shak- 
ing thoroughly and injecting into the recipient’s 
vein. If there is any incompatibility, within 15 
minutes symptoms will show up in the form of 
respiratory dyspnea and rapid pulse. 

Dr. H. R. Shands (Jackson): I feel that this 
paper brings to our attention a matter of great 
importance. No therapeutic agency has been de- 
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veloped in the last ten years of greater value 
than that of blood transfusions for the various 
indications in seriously sick people. My experi- 
ence leads me to think that the citrate method 
is probably just as beneficial as the whole blood 
and generally is more simple of application. The 
citrate method is very largely used at both the 
Mayo Clinic and the University of Pennsylvania. 
The application of this method is so simple that 
it can be used by any well trained physician if he 
has access to a laboratory in which the blood can 
be properly typed. Improper typing of the blood 
is the cause of most unfavorable reactions. There 
is no better tonic for a weak and anemic patient, 
even though no acute emergency exists, than re- 
peated blood transfusions. 

Dr. A. G. Payne (Greenville): I favor the 
direct transfusion of blood. I do not think that 
any one that is not in the habit of dealing with 
veins, and things of that kind should undertake it 
—in fact, it is, in my opinion, a surgical pro- 
cedure. 

Now, then, as to blood stream infection as 
brought out by Dr. Field, there are a lot of kinds 
of blood stream infections that we can have. A 
blood culture will tell us with what type of infec- 
tion we are dealing, we may then have an autogen- 
ous vaccine made, with which we may immunize 
the donor, and then give the patient a transfusion 
with the immunized blood. 

There is one thing relative to the donor. We 
sometimes don’t take into consideration that the 
donor is a very important person in this proceed- 
ing. I sometimes speak of taking the fear of God 
out of people and I think there is nothing better 
that we could do than to take the fear of God out 
of the donor. That can be done with a small dose 
of morphine preparatory to having this man un- 
dergo that proceeding, which, with him, is a great 
big something. Another thing, I recently saw a 
man—a donor, he was lying on a stretcher, and 
his trousers got too hot for him. I think we should 
be more considerate of the donor in those in- 
stances and put him in a quiescent state. How 
many times is it a fact that the donor becomes 
faint and his blood all goes to the inside, as it 
were, and we can’t pump that blood out of the 
veins—we can’t pull it out? I think that is a 
very important subject. 

As to matching and typing: Of -.course, the 
typing can be done at any time, but it is con- 
ceivable, I think, that types may change, a man 
may be of the same type today, but do we know 
what type he is when we want to use him? I think 
it is a very important thing to match the bloods 
the same day we are going to make the blood 
transfusion. 

Now, as to the reaction: Some men think that 
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a reaction after a blood transfusion is essential 
to the patient’s good. Personally, I hate to see 
a reaction following a blood transfusion and I 
think if we can figure out any means at all by 
which we can limit to the very smallest degree 
or extent, the reaction, then we have done for 
that patient the thing we should do. 

Now, as for the indications for a blood trans- 
fusion, some men think a gastro-intestinal hem- 
orrhage is an indication. We don’t know what is 
the causative factor of that hemorrhage, but we 
do feel the patient is going to succumb in this 
emergency unless a blood transfusion is done. 
That, of course, is a question, but being surgi- 
cally minded in that respect, I always say do a 
blood transfusion where there has been a decided 
loss of blood in those cases. 

Dr. A. E. Gordon (Jackson): I do not wish 
to get up and feel that I am a pessimist on the 
subject of blood transfusion but I do think it is 
somewhat overdone in surgery today. Blood trans- 
fusion has its uses and very definite uses and 
should be done in certain selected cases, but the 
matter of doing a blood transfusion as a cure-all 
is a very dangerous procedure. We have had 
frequently cases of blood stream infection where 
we do a blood transfusion early, and the patient 
is hurt in various points, and we should have done 
it later; we have cases where we do it late and 
should have done it early. This is particularly 
true in septicemia. It is my opinion that blood 
transfusion has very little use in septic cases, 
but we have used it extensively in sixteen years 
of surgical practice, and I have yet to say I have 
seen blood transfusion do good in septicemia. 

As far as the method, I agree with the discus- 
sion here that probably the technic causes your 
reaction. 

The citrated blood does not reduce your blood 
coagulation as we use pure sodium citrate in 
transfusing. We found it did not lower the 
coagulation of the blood. Why this was, I do not 
know. Another thing, your rubber tube, in your 
direct method, has a considerable amount of sul- 
phur in it. We find this occurring not only in 
blood transfusion but in the intravenous adminis- 
tration of glucose drips. We always find as a 
substitute for blood transfusion an intravenous 
glucose solution works marvelously. 

I simply rise, gentlemen, to say that, in my 
opinion, blood transfusion is not a cure-all and 
should not be used too extensively to make a 
grand stand play, but we should use is cautiously 
and know it has very definite limitations. 

Dr. John F. Lucas (Greenville): It has been 
my opportunity to give something over five hun- 
dred transfusions in the past five years. Dr. Field 
says “When in doubt” we start thinking about 
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transfusion. If we are in doubt whether the 
patient needs a transfusion we do not hesitate to 
give it, and I think I have seen many patients 
that have been saved by this procedure. 


In regard to the method, the first year or two 
I was there we used the citrate method and we 
had a good many reactions. During the past three 
years we have practically discarded the citrate 
method except in some cases of myocarditis, or in 
cases of old people where we do not feel blood 
should be given as rapidly as is done in the whole 
blood method. We have used the method as de- 
scribed by Dr. Field, the Scannell method, and we 
very seldom have any reactions at all now. I think 
as Dr. Shands has said that most reactions can be 
traced to the matching of the blood. 


One case that I distinctly remember. The pa- 
tient was as sick a man as I ever saw. We gave 
him something like thirteen transfusions. There 
were several times when this man appeared to be 
almost dead. He wasn’t given up, we did not 
give up hope, but our reason told us that he 
wasn’t going to live. However, by repeatedly 
stimulating this man with transfusions every 
three or four days when he would begin to sink, 
we pulled him through and he is a well man today. 


Dr. Field (closing): I think possibly Dr. 
Shands misunderstood me in reference to blood 
platlets. I did not mean that citration destroys 
platlets. It is generally reported that there is 
some inhibition of the action of platelets. What 
I said was that in certain blood dyscrasias the 
citrate method is theoretically contra-indicated 
because of its effect on the action of the blood 
platelets in the donated blood and it almost com- 
pletely destroys compliment. 

In reference to the direct method, I think it 
is a surgical procedure, but I do not think it is 
necessary to remove the patient to the operating 
room to give it. A great many of them, and per- 
haps a majority of them, can be done with a 
simple needle puncture without exposing the vein, 
and can be done at the bedside as easily as it 
can be done in the operating room. It is a little 
more complicated perhaps, than the citrate 
method, and the citrate can be done at any time 
away from the donor, but the procedure of direct 
transfusion with the instruments we have is cer- 
tainly one thing that should lead us all to use 
more transfusions in many cases. 

I don’t agree with Dr. Gordon so far as saline 
and glucose for transfusion is concerned. If a 
patient needs transfusion there is nothing in the 
world that will take the place of it. Glucose is 
good; it is excellent to use it, but if the patient 
needs transfusion, I don’t think there is anything 
that will take the place of it. 
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THE USE OF IODIN IN GOITER.* — 
E. R. NOBLES, M. D., 
ROSEDALE, MIss. 


Under the leadership of many able 
students, the medical profession has 
passed through periods when the use of 
iodin in goiter has been praised as a 
specific, alternating with periods when it 
has been condemned as not only being use- 
less, but distinctly harmful. 

Its re-introduction as a solution of the 
goiter problem was placed on firmer ground 
immediately following the classical work 
of Marine and Kimball. 

Although at the present time much mis- 
understanding and confusion still exist as 
to the best method of applying the knowl- 
edge gained by their experiment, and later 
by others of a similar kind, the principles 
of goiter prevention with iodin now rest 
upon a scientifically sound basis. 

There is little doubt, also, that within 
certain limitations, iodin has curative 
value in some well-defined clinical types 
of simple goiter, and in 1922 Plummer 
contributed much to our knowledge by 
showing that a transient improvement 
could be produced in toxic goiters by large 
doses of this drug. 

The publicity given to it in recent years 
as a preventive measure, its use in massive 
doses as a pre-operative treatment in toxic 
goiters, its general use as a curative agent 
practiced off and on for a century, and the 
fact that it has been used freely in many 
other ills of man, has undoubtedly brought 
about a certain fearlessness of the drug. 

In this country it is a common observa- 
tion that with every good thing in medi- 
cine we must have certain associated and 
uncontrollable features that are bad. These 
usually take form in propaganda and ad- 
vertisements in the press and popular 
magazines of indiscreet commercial agen- 
cies, seeking to make stock of the new 





*Read before the Section on Medicine at the 
Sixty-fourth Annual Session of the Mississippi 
State Medical Association, Jackson, May 12, 1931. 
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discovery in order to convert it into real 
profit to themselves. 

The relation of iodin to goiter has not 
escaped this in recent years, with the 
result that in this field of therapy we are 
about to be over-iodized. 

This situation offers an extreme temp- 
tation not only to that large part of the 
public who indulge in self-medication, but 
many physicians as well are caught in the 
snare of trying a little iodin! 

I have seen women of presumptive in- 
telligence who had taken Lugol’s solution 
over a prolonged period, because they had 
either read or heard that it was good for 
goiter, and hoped thereby to avoid having 
one; and others who had been taking it for 
an equal length of time on a physician’s 
prescription or advice. 

We are undoubtedly passing through a 
transitional period out of which it is to be 
hoped there will arise certain definite rules 
that will henceforth govern the indications 
for, and the contra-indications to, the use 
of the drug. 

A discussion of the subject requires a 
simple classification based upon what is 
definitely known about the gland. It should 
be stated before offering this, that the 
various degenerative changes such as 
atrophies, hemorrhages or cyst formations, 
are recognized as secondary metamor- 
phoses and should be distinctly separated 
from the primary disease. 

The classification generally accepted for 
clinical work is as follows: First, simple, 
endemic or colloid goiter; second, adenom- 
atous goiter; and third, toxic goiter, which 
includes Grave’s disease and the toxic 
adenoma. 

We know that simple goiter develops 
most frequently during (1) fetal life, 
(2) at puberty, (3) during pregnancy and 
lactation, and (4) at the menopause. It 
may be seen also to develop during the 
course of certain pathological conditions 
such as long febrile disease, malnutrition, 
chronic infections, or as the result of 
abnormal diets. 


While it is true that several etiological 
factors of equal importance are worthy of 
consideration, it is undoubtedly primarily 
a deficiency disease. 

Marine’s conception is that it is a com- 
pensatory, or work hypertrophy, arising 
in the course of nutritional disturbances, 
which disturbances may be of a vitamin 
nature immediately depending upon either 
a relative or an absolute deficiency of 
iodin, leaving the essential or ultimate 
causes still to be determined. 

Although it is not known just what 
minimum amount of iodin is needed for the 
proper functioning of the gland, we do 
know that the amount contained in it nor- 
mally does not exceed 25 miligrams, or 
about that which is represented in three 
minims of Lugol’s solution. It is generally 
accepted that 1 mgm. of iodin a day, and 
possibly less, will keep the gland from 
enlarging. We know, also, that it holds 
onto its iodin with a tenacity unexcelled 
by any other tissue in the body, and that 
so small an amount as this may be exerted 
upon the metabolic rate in some individuals 
for approximately 70 days. 

The greatest usefulness of iodin in 
goiter is, and undoubtedly will continue to 
be, in the field of prevention, and the treat- 
ment of one which has already developed 
represents a separate and distinct use of 


the drug. 
TREATMENT OF SIMPLE GOITER. 


In adolescent goiter, that is the soft, 
smooth, bilateral enlargement of the gland 
occurring at or about the time of puberty, 
and with no other symptoms, the admin- 
istration of iodin is definitely beneficial. 
Under its influence the swelling often sub- 
sides in a very short time, but because 
spontaneous regression frequently occurs, 
it is quite impossible always to be sure 
that the drug has been responsible for the 
improvement. 

The treatment in these cases is harmless 
if only small quantities of iodin are given, 
for larger amounts will tend to increase 
rather than decrease the size of the gland 
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by stimulating an over-production of 
colloid. 

The accepted treatment is 2 minims of 
Lugol’s solution daily for 30 days, alterat- 
nating with a free interval for 30 days, 
and after three such courses of treatment 
further medication should be discontinued. 

In the young adult, between the ages of 
16 and 25 years, with a smooth, soft, col- 
loid goiter, the results to be expected from 
any form of treatment are very prob- 
lematic, though some very remarkable 
improvements have been observed from 
iodin medication. 

The drug should be given in a manner 
exactly similar to that proposed for the 
earlier type, though much better results in 
the majority of cases are seen when this 
treatment is combined with thyroid extract. 

The extract should be given in doses of 
one, or not over two, grains daily for a 
period of one month. During this time its 
effect should be carefully observed each 
week, and should any evidence of thyroid 
activity manifest itself by changes in the 
pulse rate, loss of body weight, leg weak- 
ness, the drug should promptly be discon- 
tinued. 

After a rest period of two weéks, small 
doses of iodin, not over the equivalent of 
2 minims of Lugol’s solution, should be 
given daily for two weeks. This treatment 
should be repeated three times in a year, 
and for maximum improvement, at least a 
year is required. 

THE ADENOMATOUS GOITER WITHOUT HYPER- 

THROIDISM. 

The other representative of this group 
of simple goiters is the slowly developing 
adenomatous type. These usually begin to 
show themselves as a definite mass, during 
the second decade of life. 

It is believed that the simple colloid 
goiter is the forerunner of these and the 
tumors or nodules are in most cases the 
end result of the rapid changes constantly 
taking place in the hypertrophied gland. 

They grow slowly, generally in the 
depths of a colloid gland, and they usually 


exist for many years before they become 
palpable to the physician or patient. 

It is explained that the presence of these 
nodules is the reason a colloid goiter has 
not reverted to normal size by the time the 
patient has reached the age of twenty-five. 
After this age it may be assumed that these 
simple goiters contain adenomatous tissue, 
the ratio of which is on the increase so 
that in a few years the adenomatous 
element dominates the picture. 

In other words, the simple goiter seen 
at the age of twenty-five is the adenoma- 
tous goiter at age forty-five. ; 

The long history of the development of 
these goiters, some take their origin in the 
changes of the gland in fetal life, is an 
added reason for careful palpation of a 
colloid gland for evidence of these masses 
before any treatment with iodin is in- 
stituted. 

It is conceded that minute doses of 
iodin, begun early, will somewhat retard 
their growth, but it is also believed that 
many of these would remain permanently 
latent and symptomless if it were not for 
the misuse of iodin. 

Unfortunately if these goiters are quick- 
ened into activity under the influence of 
this drug, a withdrawal of the drug does 
not stop the process. 

The promiscuous treatment of these 
patients with iodin, and often in addition 
the consumption by them of quantities of 
iodized salt in its original strength, is 
responsible for much of the iodin furor 
we have observed in recent years. It was 
noticed that soon after the use of iodized 
salt had become general, and much care- 
less propaganda concerning the value of 
iodin in goiter had been disseminated, that 
many of the larger goiter clinics of the 
country were reporting more patients, 
especially among men, with toxic adenom- 
atous goiters, than in previous correspond- 
ing periods. 

It was strongly counciled from these 
sources that the generalized use of iodin 
in any form by adults was dangerous and 
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should be discontinued until a minimum 
dosage could be established that would pre- 
vent simple goiter and also be harmless to 
those hypersensitive adults with nodular 
goiters. 

Investigators are still hoping for a solu- 
tion of this problem on that basis. The 
iodin content of commercial salt was cut 
1/20 several years ago; incidentally there 
has been a corresponding decrease in the 
number of these cases, yet our iodized salt 
is still twice as strong as that generally 
used in Switzerland. 

A safe rule for general use in dealing 
with goiter patients is not to administer 
iodin as a form of medical treatment to 
any patients with a simple goiter after 
age twenty-five. 

No known medicine will benefit cases of 
adenomatous goiter, and the tendency of 
the disease is to produce a low grade tox- 
emia, which manifests itself in disturb- 
ances characteristic of hyperthyroidism, 
and ultimately ends in degenerative 
changes in the heart, kidneys and liver. 
It is therefore important to consider their 
surgical removal after age twenty-five, or 
before if their character is definitely 
known. 

TOXIC GOITERS. 

In approaching the subject of the use 
of iodin in Grave’s disease, it should be 
stated that concerning its etiology almost 
nothing is known, but it has been definitely 
established that therapeutic measures di- 
rected at the thyroid will neither prevent 
nor permanently control the disease. 

The thyroid in these cases is often very 
slightly enlarged. It is also known that 
there is always a marked diminution and 
in some cases a total absence of iodin in 
the gland. The symptoms, unlike those of 
toxic adenoma, begin acutely and abruply, 
the course is reckoned in months rather 
than in years, and deceptive remissions are 
one of its common characteristics. 

The most efficacious method of manage- 
ment, in these cases, is one which com- 
bines both medical and surgical measures. 
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Either one, alone, is inadequate in the 
majority of cases. 

The internist should have his super- 
vision up to the time of operation and 
direct the post-operative care. Undoubt- 
edly, the greatest recent advance in the 
treatment of hyperthyroidism has come 
from the administration of iodin. We 
have no scientific explanation as to how 
iodin produces such striking improvement 
for a short time in any of these cases, but 
the two most important hypotheses are 
those of Marine and Plummer. Marine 
suggests that by causing a rapid accumu- 
lation of colloid in the alveolar spaces of 
the gland there is produced a pressure 
retention of the secretion until the cells 
accommodate themselves to function under 
increased tension. Plummer’s theory is 
that in all probability the quality of the 
secretion is changed in this disease and 
that the iodin in large doses puts the gland 
at rest and allows it to complete its normal 
secretion. 

It is not to be denied, however, that 
some mild cases of Grave’s disease seen in 
childhood undergo rapid and permanent 
improvement under the influence of very 
small doses of iodin, but its physiologic 
action in these cases also is entirely un- 
known. As a preoperative measure Lugol’s 
solution should preferably be given after 
the patient has been sent to the hospital. 
The dose range is from five to twenty 
minims three times a day, depending on 
the severity of the symptoms and the 
height of the metabolic rate, although as 
high as a hundred minims daily may be 
given to control the mental or gastro-in- 
testinal crisis. 

The preoperative treatment with iodin, 
together with other appropriate measures, 
is carried out for about two weeks, but if, 
at the end of this period, the basal metabo- 
lic rate, which should always be the control, 
has not fallen below forty, the same pro- 
cedure should be continued for another 
week. 

Iodin should be given the day of the 
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operation, followed by reduced doses for 
two or. three months, to prevent, first, the 
post-operate storm which is often severe, 
and sometimes fatal, and, second, the re- 
currences which are troublesome. Larger 
doses than this have been recommended, 
some even have urged heavy daily doses 
of sodium iodide intravenously to produce 
a remission in that increasingly large 
group of cases who have unfortunately 
already had iodin, but it should be borne 
in mind, that in spite of much to the con- 
trary, a second artificial remission of the 
disease is frequently impossible to obtain 
with any amount of iodin. 

The miraculous improvement seen in 
Grave’s disease under the influence of this 
drug is not so evident in toxic adenomata 
cases, though the same _ post-operative 
treatment is helpful, and we often find 
that the tachycardia, especially, does not 
improve in spite of this. It is in these 
cases that the difficulties are greatest, for 
at least half of them show severe myocar- 
dial damage. 

Hertzler, who has practiced in the same 
community for over a quarter of a century, 
has stated that practically all toxic goiter 
cases, not operated upon, died a cardiac 
death. There have been investigations 
which have attempted to show that 
smaller doses of iodin as a form of medi- 
cal treatment would control hyperthy- 
roidism throughout the course of the 
disease. Patients have been kept under 
observation for as long as three years, 
being given as little as 1 minim of Lugol’s 
solution daily, but the results have been 
indifferent. 

The results of these experiments, how- 
ever, force us to conclude with one 
observer, that we have no justification for 
treating any case of hyperthyroidism by 
methods which take 18 months or longer 
to complete, when surgery will effect a 
cure in 18 days or less. 

Especially is this tenable in view of the 
factor of slow intoxication, tending to per- 
manently cripple the heart, kidneys and 
liver. 


CONCLUSION. 

In conclusion, I wish to say that I have 
attempted to touch only upon some of the 
most important features of iodin therapy 
in goiter. I hope others will be brought 
out in the discussion to follow. 

My chief aim and intent have been to 
present for your consideration as briefly as 
possible, the indications for, and the con- 
tra-indications to the use of the drug. 

I have desired to warn against the 
promiscuous use of iodin in patients pre- 
senting themselves with goiter, to encour- 
age more careful palpation for evidences of 
nodules, and to urge that for medical treat- 
ment the physiologic dose of Lugol’s solu- 
tion, and other iodin preparations, propor- 
tionately is two minims, daily, instead of 
30, and that in all probability thyroid ex- 
tract is the remedy to be preferred. 

I admit that many keen students of the 
disease doubt if iodin is really harmful in 
any of these cases, but no one has yet 
arisen to proclaim that it can possibly be 
beneficial as a form of treatment in any 
but the simple type. 

Iodin is undoubtedly harmful in elderly 
patients with adenomatous goiters, and it 
should be withheld from any patient past 
twenty-five as a form of medical treatment. 
The notable exceptions are the few simple 
physiologic goiters seen after this period 
and generally when the factor which 
caused these is corrected, no iodin is 


required. 
DISCUSSION. 

Dr. Whitman Rowland (Memphis, Tenn.): My 
personal experience, with the use of iodin in 
goitre, is confined to pre-operative and post-opera- 
tive use of it. On the whole we have followed the 
suggestions of men such as Crile, Lahey and 
others. 

With reference to iodin used as a curative 
agent. We do not believe it has any curative value 
except in the so called endemic goitre and then 
only in cases of very young age.- Iodin is cer- 
tainly a most beneficial agent in the prevention 
of goitre. I said a while ago my experience was 
confined to the use of iodin in the pre-operative 
and post-operative cases. We use it pre-opera- 
tively in the toxic adenoma and in Grave’s dis- 
ease. A great many of our cases, sent to the 
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hospital, have been thoroughly iodinized before 
arriving. This makes it very difficult for the at- 
tending surgeon to exercise judgment as to the 
advisability of immediate operation. We have 
had to send some of our patients home for a 
month, instructing them to leave off the iodin 
and return in one month for further observation. 
This has been necessary because upon their arrival 
they were so thoroughly iodinized we could not 
estimate their status of toxicity. 

The best effects of iodin come in about two 
weeks. We give ten to fifteen minims, three 
times a day. The clinical improvement in the pa- 
tient is carefully watched. There may not be a 
decrease of pulse rate but there is a definite 
decrease in the vascularity of the gland and the 
appearance has changed from one of anxiety and 
uncertainty to one of comparative well-being. At 
this stage we estimate the metabolic rate. If there 
has been an appreciable fall the patient is not 
exceedingly nervous and there has been a definite 
decrease in vascularity of the gland we feel that 
he is ready for operation. On the other hand if 
these conditions have not been met, we discon- 
tinue the iodin for a week or ten days and then 
begin the regime again. For some six weeks, 
following the operation, we use the iodin, in 
very small doses. 

Fortunately we have not had many post-opera- 
tive thyroid crises. I was told, however, by one 
of the associate surgeons in the Clinic, just before 
I left, that a most interesting post-operative thy- 
roid crisis had yielded almost magically to an 
intravenous injection of Mirion, which is a prep- 
aration of iodin. 

In conclusion I should like to stress again the 
important point that Dr. Nobles brought out, 
namely, that iodin has its limitations and its 
greatest factor of usefulness is in the prevention 
of goitre, and as a preoperative measure. The 
only indication for treatment, with hope of cure, 
is in the so called endemic colloid goitre, and then 
it is valuable only in the very young. 

Dr. A. G. Payne (Greenville): There are cer- 
tain sections of North America, and in Switzer- 
land, and other foreign countries, where they have 
to make use of preventive measures just the same 
against goiter as we do in this country against 
malaria and hook-worm. Therefore, their prob- 
lems are different from what our problems are. 
If we go to the Great Lakes, and in the North- 
west, and in Switzerland, where so many people, 
so many children in their early age, if they haven’t 
been given iodin or iodized salt, why, they would 
be in the same condition that the people would 
be in this country if we were to quit screening 
and quit draining our delta lands. In Switzerland, 
during the last few years, the incidence of opera- 
tive interference for goiter has been reduced 75 
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per cent. That is on the same basis that we in this 
country reduced the incidence of hook-worm dis- 
ease and malaria. 

This subject of goiter is such a broad one that 
in a discussion of two minutes it would be im- 
possible to other than just touch on some of the 
high points. 

Dr. Nobles spoke of iodin in colloid goiter, and 
what a colloid goiter at about 25 years of age 
will be at 40 years—what this patient and see what 
that patient will develop at 35 or 40 years. Then is 
the time, if we carefully palpate the gland we will 
begin to find evidence of nodules. 

I was struck in reading the program of the 
recent meeting of the American Society for the 
Study of Goiter, in which they had two papers, 
as I remember, on maliginant conditions of the 
thyroid gland. Those are the cases that have been 
neglected, have been passed up by giving them 
iodin. I should say, not only from the patient’s 


stand point, but from the surgeon’s stand point, 
that the time to administer iodin to one with an 
adenomatous goiter or any condition of thyrotox- 
icosis, that the patient should be on the way to 
the surgeon or on the way to the hospital before 
the beginning of the administration of iodin. I 
have seen some remarkable conditions along that 


line. A couple of years ago I had a patient that 
was sent to me by a nearby physician fer diag- 
nosis, or to corroborate his diagnosis of thyrotoxi- 
cosis. I sent her back home and asked him to 
iodize her for awhile. In ten days she went to 
him and said, “Doctor, I am feeling so well I don’t 
need any operation.” He said, “You had better 
get the surgeon at once.” If we will take that 
point we will have done a great deal towards the 
well being of those patients. 

Dr. C. W. Patterson (Rosedale): The essayist 
has brought to us a subject not only great in its 
importance but grave in its importance. I say great 
because I think there are many cases where iodin 
is indispensable in the treatment of goiter, grave 
because in many cases, where there is advertised 
to the public a drug, a drug that is of so powerful 
effect, in magazines, such as “Health”, and other 
publications, and spread all over the country,— 
for instance there would be a picture of a beauti- 
ful lady and say underneath, “Take iodin,’” or 
“Use iodized salt,”—there is a possibility of real 
harm. I think the public should be taught the 
danger of iodin, and I think the different sections 
of the country should be pointed out and the sale 
of iodized salt only in the proportions needed in 
those districts be permitted. I believe the medi- 
eal profession should take a stand, and this, I 
believe, is the opportunity for us to show the 
general public what is best and what is not best. 
I thank you. 
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Dr. Nobles: (closing): There is one point I 
would like to bring out. Before iodine is used 
a definite diagnosis should be made. First, is it 
toxic or non-toxic? Is it a physological goiter, so 
called, or is it a simple colloid goiter? Is it an 
adenomatous goiter or is it a case of exopthalmic 
goiter? Unless this is done there is danger and 
confusion about the use of the drug. 

Iodine in large doses, 10 or 15 minims of Lugol’s 
solution three times a day or other iodine prepara- 
tion, proportionately, is a toxic dose except as a 
preoperative treatment. 

Iodine is indicated as a form of treatment only 
in the case of simple goiters seen before the age 
of 25 years and then in physiologic doses. It is 
never indicated in toxic goiter except as pre- 
operative treatment with the possible exception 
of a few selected cases in children. 





PYELONEPHRITIS OCCURRING IN 
PREGNANCY.* 


W. A. REED, M. D., 


NEW ORLEANS. 


Pyelonephritis complicating pregnancy, 
or “pyelitis of pregnancy,” as it is com- 
monly called, is identically the same as 
that occurring in any individual at any 
time of life. There are however a number 
‘of etiological factors that are present in 
pyelonephritis during pregnancy that are 
absent in other types of cases. © 

Pyelonephritis occurs as a complication 
in about 5 per cent of all cases of preg- 
nancy. It was first described by Pierre R. 
Rayer in 1840 and brought to the attention 
of the medical profession by Relaub of the 
Congress of French Surgeons in 1893. 
Primiparas are more frequently affected 
than multiparas, and it is generally con- 
ceded that it occurs more often during the 
fifth to seventh month of pregnancy, at 
which time there is a lowering of the 
bodily resistance, as indicated by the 
opsonic index, although in a recent study 
of the subject by Kretschmer, 16 of the 25 
reported cases occurred during the third 
and fourth month. 


ETIOLOGY. 
Regarding the etiology of pyelonephritis 
during pregnancy various factors must be 
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taken into consideration. Modern civiliza- 
tion with its many social and economical 
changes undoubtedly plays an important 
part. During the five years of my life that 
were spent attending an extensive practice 
among the natives and Indians of Spanish 
Honduras, not a single case was observed. 
Pregnancy and childbirth there seems to 
be unusually free from the frequent com- 
plications that we are accustomed to see. 
All of which is undoubtedly the result of 
their outdoor mode of living, their freedom 
of intestinal stagnation and their increased 
muscular development which tends to pre- 
vent ptosis, torsion and all other form of 
renal displacement. 


Pugh, in a review of a large number of 
cases in 1927, was able to obtain the history 
of renal infection in childhood in a large 
per cent of the cases and it is not assuming 
too much to state that in many of these the 
infection that had started in childhood had 
persisted in a mild form up to the time that 
pregnancy occurred. 


Hill and Shaw, in an examination of 
catheterized specimens of urine of a large 
group of normal women, found bacteria in 
26 per cent of them, while Alberg states 
that he found bacteria in catheterized 
specimens of 15 per cent of his pregnant 
cases who were apparently otherwise 
normal. 


It is generally conceded that there are 
a number of different routes by which 
bacteria are able to arrive at and infect 
the kidney in pyelonephritis. Wedal and 
Bernard were among the first to demon- 
strate conclusively that the infection could 
and frequently does reach the kidney by 
way of the blood stream. They arrived at 
this conclusion by the agglutination of 
co!on bacilli that were obtained both from 
the blood stream and the urine in a large 
series of cases. Ahlbeck, Fellis, Koch and 
others were the originators of this belief 
that the normal kidney possesses the power 
of excreting bacteria without its being 
impaired or in any way damaged by the 
excretion of them. More recent studies, 
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however, by Helmholz has shown that 
bacteria are excreted into the urine by the 
kidney only after some pathological change 
is present in the kidney parenchyma. 
Furthermore, he has shown that, although 
the renal parenchyma possesses a very 
high degree of immunity, it does not pos- 
sess a reticulo-endothelial system, such as 
the spleen and liver, to arrest the passage 
of organisms that try to enter. Whenever 
the kidney receives its infection by way of 
the hemotogenous route the infecting foci 
are unusually to be found in the skin, par- 
ticularly from boils, the teeth, tonsils, and 
at times urethral and vaginal infections. 
Perhaps the most favorable avenue of 
infection in pyelonephritis during preg- 
nancy is by way of the urinary tract itself. 
It is now well recognized and accepted that 
after the fourth or fifth week of pregnancy 
there occurs a number of anatomical 
changes in the lower urinary tract that 
markedly tend to bring about an infection 
of one or both kidneys. Careful study by 
Hofbauer, Curtis and many others have 
proven that shortly after pregnancy occurs, 
there develops an hypertrophy and hyper- 
plasia of the bladder muscles, particularly 
in the region of the trigone, as well as of 
the internal bladder sphincter, the sphinc- 
ter muscles of the ureters and the peri- 
ureteral sheaths which is in every way 
similar to the muscular changes that occur 
in the uterus. As one would expect, this 
results in a residual bladder urine, and 
promptly thereafter dilatation, often to a 
marked degree, of one or both ureters and 
kidney pelves. This of course permits a 
free reflux of urine from the bladder up 
the ureters to the kidneys. While Gold- 
smith has found that a urinary reflux is 
present in a small percentage of apparently 
normal individuals, it exists in the great 
majority of women during pregnancy. 
Kretschmer and Heaney found the ureters 
and kidney pelves dilated in 80 per cent of 
their cases. The right ureter and kidney 
pelvis is more frequently involved than the 
left. Harris and Bugbee in their cases 
found the right side dilated in from 75 to 
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100 per cent, while the left side showed 
dilatation in from 66 to 77 per cent. In 
patients having a chronic cystitis and peri- 
cystitis there is also a loss of the sphincteric 
control of the ureters, due to the existing 
inflammatory changes, with a result that in 
them a urinary reflux also exists. The 
same condition is found in patients in 
whom the nerve supply of the bladder is 
altered because of the presence of a spina 
bifida or lesions of the central nervous 
system and cord. Finally, it is not unusual 
to encounter a residual urine and conse- 
quent urinary reflux in patients suffering 
from urethral strictures and cystoceles of 
large size. Therefore it is not surprising 
that once infection exists in the bladder, 
extension of the kidneys so readily occurs. 

The next most favorable avenue by 
which an infection is transported to the 
kidneys is by way of the lymphatics. 
Francke in 1913 stated for the first time 
his experimental proof that there is a con- 
nection between the lymphatics of the colon 
and the lymphatic supply of the capsule 
of the right kidney. Later on Stahr proved 
that these in turn communicate with the 
lymphatics of the parenchyma and the 
pelvis of the kidney. Post-mortem studies 
by Hofbauer of the bowel of women dying 
in pregnancy demonstrated the fact that 
there is an edema and loosening of the sub- 
mucosa thereby permitting a more easy 
escape of bacteria from the bowel into the 
lymphatic and circulatory system. Arnold 
states that in a large percentage of preg- 
nant women there is a _ considerable 
deficiency of gastric juice thereby resulting 
in an increase in the bacterial flora of the 
bowel. 

Earlier experimentation led one to be- 
lieve that infections in the lower urinary 
tract and pelvis were unable to reach the 
kidney by way of the lymphatics because 
the anatomists of that time stated that the 
lymphatic supply of the ureter was seg- 
mental and therefore not continuous. 
However, the more recent work of Eusen- 
drath and Rolnick as well as the detailed 
work of Bauereisen almost conclusively 
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show that such is not the case and that 
there is a definite and continuous lymph- 
atic route from the external genitalia and 
female pelvis directly to the lymphatics of 
the kidney along the peri-ureteral sheath. 
The proof of this is apparently borne out by 
the fact that many renal infections rapidly 
improve or clear up following the removal 
of some focus in the pelvis or in the region 
of the lower urinary tract. 

It was believed by the earlier investi- 
gators of pyelonephritis occurring during 
pregnancy that the predominating factor 
in its production was the pressure upon the 
ureter by the fetal head and the usual 
dextro-position of the uterus. One might 
easily believe this to be true because of the 
rapid relief of symptoms that occurs in 
many cases following there being placed in 
bed with the foot of the bed elevated and 
thereby allowing the upward ascent of the 
enlarged uterus out of the bony pelvis in 
which position a certain amount of pres- 
sure upon the ureters is reasonably to be 
expected. However, Franz and many others 
feel that were it entirely a problem of a 
pressure upon the ureters pyelonephritis 
would occur much more frequently during 
the last months of pregnancy, at which time 


the uterus reaches its maximum size. 
BACTERIOLOGY. 


A survey of the many different bacteria 
that serve as invaders in pyelonephritis 
shows that the colon bacillis is present in 
from 60 per cent to 70 per cent of all types 
of cases. Bitter and Gundel have isolated 
72 different strains of colon bacilli, the 
majority of which are non-hemolizing, 
although a few of them are of the hemolizing 
type. It is the latter type that cause the 
fulminating cases of pyelonephritis which 
so frequently result in a rapid destruction 
of the entire kidney and at times death. 
Some of these many strains of colon bacilli 
grow best in an alkaline medium while 
others prefer an acid one. And it is un- 
doubtedly due to this fact that we see 
beneficial results following the use of alka- 
lies in some cases, while in others an acid 
medication is required. 
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Next in the rank of frequency to the 
colon bacillus as an invader comes the 
staphylococcus, the albus more often than 
the aureus. Here, too, we find non-hemo- 
lyzing type, which, fortunately, is the most 
common, as well as hemolyzing type. As 
a rule in staphylococcal infections we also 
find the colon bacillus present, and which 
of the two is the primary invader cannot 
always be stated. 

The third, but rather uncommonly found 
organism that occurs in pyelonephritis, is 
the streptococcus, which like the other may 
also be hemolyzing or non-hemolyzing in 
type. Bumpus and Meisser have been able 
to produce definite kidney lesions by the 
intravenous injection of the non-hemolyz- 
ing form of Streptococcus viridans removed 
from the cavities of the infected teeth. ~ 

Finally, cases of pyelonephritis produced 
by the typhoid bacillus the gonococcus and 
Bacillus proteus are occasionally seen, 
although they are quite rare compared to 
the number produced by the previously 


mentioned organisms. 
PATHOLOGY. 


The pathological picture in pyelone- 
phritis depends upon whether it is acute 
or chronic, as well as upon the type of in- 
fecting organism. It may be so mild as to 
produce so little change in the kidney as to 
be entirely symptomless, other than the 
production of an occasional shower of pus 
cells in the urine. On the other hand, it 
may be so severe as to result in the early 
formation of hemorrhagic emboli in both 
the walls of the pelvis and renal paren- 
chyma with toxic necrosis and liquifaction 
of the entire kidney. If the infection is 
stopped before extensive damage has been 
done the destroyed renal tissue is replaced 
with fat and fibrous scar leaving an organ 
whose function remains more or less im- 
paired during the balance of the life of the 
individual. 

While most cases apparently begin out 
of a clear sky, so to speak, a careful history 
will usually elicit a number of symptoms 
that point to the presence of a renal infec- 
tion, even before the onset of the acute 
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symptoms. Geisinger obtained a history of . 


-abnormal bladder disturbances in 86 per 
cent of-his-eases. In Kretschmer’s cases a 
-urinary frequency occurred in 66 per cent, 
burning on urination in 77 per cent, and 
painful urination in 30 per cent. As a rule, 
the onset of acute symptoms is associated 
with pain in the affected kidney region, 


although such is not always the case. 
TREATMENT. 


The treatment of pyelonephritis occur- 
ring in pregnancy is much the same as the 
treatment of any other type of the same 
disease. 

Rest in bed is of course imperative and 
preferably with the foot of the bed elevated 
from eight to twelve inches. While most 
of us believe that fluids in large quantities 
aid in the elimination of bacteria, the re- 
cent work of Helmholz would have us 
believe that this is not true. However, 
until this statement can be substantiated, 
my own inclination is to continue the use of 
large quantities of fluids except where it is 
desired to obtain as much as possible a con- 
centration of whatever drug that is being 
given as a urinary antiseptic. Of the many 
drugs used in the treatment, hexamethyl- 
enamin is still the one of choice by most 
clinicians and is usually combined with an 
acidifyer, although it is now believed that 
it exerts some action even in alkaline urine. 
Care, however, must be exercised that the 
hydrogen ion concentration on the acid side 
is not raised so high as to result in damage 
to the kidney. Where gastric disturbances 
prevent its oral use it may be given intrav- 
enously with excellent results and without 
systemic reaction. ' 

Since certain types of colon bacilli are 
inhibited in their growth by an alkaline 
medium the administration of alkalies such 
as sodium citrate or potassium citrate is 
usually very efficacious especially when 
used alternately with hexamethylenamin. 
Much less caution is required in the use of 
alkalies because the limit of hydrogen ion 
concentration to the point of producing 
renal irritation is twice as high on the 
alkaline side as it is on the acid side. 
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Glucose. administered intravenously, by 
hypodermoeclysis or proctoclysis, is par- 
ticularly beneficial and not infrequently a 
life saverin the treatment of pyelonephritis 
occurring in pregnancy and should be used 
early and often if the case is at all severe. 

Pyridium at times acts quite well if the 
infection is produced by one of the staphlo- 
coccus group, although it seems to have 
little or no action where the colon bacillus 
is the invading organism. Hexylresorcinol 
in my experience has also produced little 
or no beneficial results. Acriflavin by 
mouth is used by many clinicians and at 
times apparently acts quite well. 

Of the various drugs that have been used 
intravenously in the treatment of pyelone- 
phritis mercurochrome has _ undoubtedly 
been tried more than all the others. My own 
experience, which has been a considerable 
one, is that, while an occasional brilliant re- 
sult is achieved, the great majority of 
patients not only fail to improve, but seem 
to be made worse by the frequent and often 
severe general reactions that occurs. In 
some of the cases definite hepatic as well 
as further renal damage followed its use. 

Where careful nursing and the usual 
medicinal measures fail to bring about 
an improvement, treatment of the infec- 
tion by cystoscopy and catheterization of 
the ureters, with or without lavage of the 
kidney pelvis, should be instituted. As a 
rule, this results in immediate relief of the 
symptoms and a rapid diminution of the 
infection. When the infection is particu- 
larly severe and the pelvic stasis marked, 
indwelling catheters left in the ureters for 
long or short periods of time may serve to 
bring about the desired result, and while 
it is quite true that the presence of a 
catheter in the ureter may at times bring 
about sufficient uterine contractions to 
terminate the pregnancy, the benefit de- 
rived from its use is quite sufficilent to 
offset the risk. My own belief, however, in 
this matter is that extremely large cathe- 
ters left in the ureters for weeks at a time, 
as practiced by some urologists, is not 














only unnecessary but productive-of severe 
and lasting injury’to the ureter: Inasmuch 
as there exists a cystitis of more or less 
degree in these patients as well as a con- 
stant reflux of infected urine up the ureters, 
local treatment to the bladder by means of 
irrigations or instillations is always indi- 
cated during the entire course of the 
treatment. Careful attention to the intes- 
tinal tract of course must not be forgotten, 
as well as the elimination of all possible 
foci of infection that can be attended to at 
that time. 

Most all patients promptly improve 
under these therapeutics measures and go 
on to full term and deliver normally. 
However, it occasionally becomes necessary 
to bring about a premature delivery to 
avoid irreparable damage to the kidneys or 
to save the life of the patient. In my own 
opinion a living child rarely compensates 
for marked renal destruction and perma- 
nent invalidism except under exceptional 
circumstances. 

Finally, one must not forget that, 
although all the acute symptoms of the 
pyelonephritis have subsided, the affected 
kidney or kidneys continue to harbor the 
infection in a mild form up to the time of 
delivery, and many of them for months and 
even years afterwards only to have it flare 
up again following a period of lowered 
vitality or during the next pregnancy. A 
follow up of these cases has shown that the 
dilatation of the ureters and kidney pelves 
that existed during the term of pregnancy 
subsides in from a few months to at most 


a year. 
CONCLUSION. 


It does not seem over exacting to suggest 
that all cases of pyelonephritis occurring in 
pregnancy be carefully examined urologi- 
cally on at least two different occasions 
during the year following the delivery of 
the child to be assured that no vestige of 
the infection remains. 

And finally permit me to also suggest 
that it may be possible to avoid serious and 
often dangerous complications by the rou- 
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tine administration of: urinary antiseptic’: 
and alkaline drugs for periods of ten days 
out of each month during the entire term 
of pregnancy. 

DISCUSSION. 

Dr. H. W. E. Walther (New Orleans): A very 
interesting piece of clinical investigation was re- 
ported in 1929 by the department of urology at 
the Montreal General Hospital where 78 pregnant 
women were subjected to radiography. In only 
4 of these cases did they find any urinary infec- 
tion—1 in 20, or 5 per cent. It was quite a 
bold thing to take 78 pregnant women and pyelo- 
graph their kidneys. 

In this study, they found the right ureter dilated 
in 30; hydronephrosis on the right side in 90 per 
cent and on the left in 54 per cent. Right hydro- 
nephrosis is, therefore, practically constant 
through pregnancy. The left side is also fre- 
quently involved. Bilateral upper tract dilatation 
is commonly observed. According to this study, 
multiparous women show dilatation of the upper 
tract, beginning in the second month, and reach- 
ing the maximum in the sixth month. 

Hirst, from the University of Pennsylvania Hos- 
pital, also in 1929, reported 97 obstetrical pa- 
tients whom he had studied cystoscopically. He 
found ureteral obstruction in only 4 cases, twice 
due to calculus. Hirst believes these infections 
due to intermitten vasodilation around the ureter 
and chronic passive congestion in this region. 

I have always felt that the title selected by Dr. 
Reed was the one to use: “Pyelonephritis Compli- 
cating Pregnancy.’’ I feel that many of these 
women have upper urinary infections a long time 
before pregnancy and that they just seem to give 
trouble at that time. These women are brought 
to us with high fever—105° to 106° and even 
107° F. temperature. We have had any number 
of cases at the Baptist Hospital brought in with 
such temperatures. As Dr. Reed can bear out in 
his service at Touro, results are almost instan- 
taneous, temperatures of 105° to 106° drop in 
an hour after cystoscopy, with relief of symptoms. 
It is quite a happy turn in women who have been 
suffering for many days without relief, especially 
those from out of the city. The instantaneous 
relief of the indwelling catheter is of great im- 
portance. I quite agree with Dr. Reed the largest 
catheter is not needed. No. 7 or 9 will give good 
results. These catheters need not be left in for 
two weeks. That is decidedly bad. Six hours to 
24 hours is enough. Kidneys are lavaged when 
catheter is in place. I believe in the use of anti- 
septics locally such as silver nitrate, mercuro- 
chrome and acriflavine. I cannot at all agree with 
Dr. Reed in his minimizing the value of pyridium. 
It must be used in full strength doses and must 
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be givem for a period of several weeks and con- 
timuously to help out. The advantage, of course, 
with these dyes is that it makes no difference 
whether the urine is acid or alkaline. I have had 
some results by giving hexamethylenamin intra- 
venously. 

I wish to emphasize the follow-up, as Dr. Reed 
said. The delivery of the child is not going to 
rid the mother of the kidney infection. She should 
be followed up and the kidneys lavaged until the 
infection is completely eradicated, because we 
have to always feel that the mother might become 
pregnant again. 

Dr. John G. Pratt (New Orleans): I enjoyed 
Dr. Reed’s paper ever so much. In 1923 or 1924, 
I read a paver on pyelitis complicating pregnancy 
and went through the records in Dr. Hume’s office 
up to that year: 1300 or 1400 cases of infected 
kidneys, out of which there were 34 cases of 
plelitis complicating pregnancy. 

Obstetricians tell us that about 5 per cent to 
7 per cent of the cases of pregnancy are compli- 
cated by pyelitis. The urologist does not get all 
the cases of pyelitis complicating pregnancy; he 
gets the worst cases. There are a great many 
cases of pyelitis which the obstetrician takes care 
of, the mild cases with a little fever, little pain 
in side, which subsides, maybe after two or three 
attacks during the course of pregnancy, and they 
go on to delivery and get perfectly all right. The 
urologist does not see that type of case. He usual- 
ly sees the true pyelonephritis. 

There was a German who investigated some 
two thousand cases of pregnancy to determine 
stasis in kidneys and he estimated 75 per cent to 
80 per cent of these two thousand had urinary 
stasis in pelvis of the kidneys. That caused a great 
many theories as to what was the cause of the 
stasis. 


It has always struck me strangely that when I 
cystoscoped these cases I very often found 3 to 4 
inches up the ureter an obstruction which was a 
little difficult in getting by, and immediately fol- 
lowing passage of the catheter by this obstruc- 
tion, you get continuous flow of urine, showing 
the ureter must be dilated. Of course, pressure of 
the pregnant uterus may account for this. And 
again it may be tension of the ureter. 

In the treatment of these cases we have got to 
bear in mind that we are dealing with urinary 
stasis that is infected and by the use of the 
catheter passed by the ureter we very often are 
able to straighten the ureter and help drainage. 
On lavage of the kidneys we see high tempera- 
tures, from 105° to 106° drop to normal. 

With regard to the use of the indwelling cathe- 
ter, do not use anything larger than a No. 6. It 
is just large enough to carry off the urine. 
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As far as urinary antiseptics are concerned, I 
been an old standby. As to dye preparations, I 
have treated any number of cases with them and 
have not seen any real results. I have seen some 
results with the use of alkalies. I have seen 
cases where urotropin did no good and I used alka- 
lies and had good results. Personally, I do not 
believe urinary antiseptics of very much value. 
If they were we would not have so many urinary 
antiseptics. 

Dr. A. Mattes (New Orleans): I want to com- 
pliment Dr. Reed on giving us as much informa- 
tion as literature bears to date, and Dr. Walther 
for covering up to date quite a number of prob- 
lems associated with pyelonephritis or pyelitis of 
pregnancy. 

The subject can be divided into a number of 
groups clinically. There is the greater classifica- 
tion or group and that is pyelonephritis of preg- 
nancy prior to delivery; then another group of 
pyelonephritis following delivery, which comes on 
rather acutely, is not a chronic disease and is a 
conditions that very frequently causes both the 
obstetrician and the urologist difficulty. Pyelitis 
prior to delivery, usually occurring between the 
period three months pregnant to nine months, in- 
creasing with the age of the child, is encountered 
in two forms. One is the acute form with sev- 
eral days illness and the other is the chronic con- 
dition with a woman beridden on and off every 
few days, very mild temperature, very few symp- 
toms -referable to the kidney, and that is best 
treated medically, by any good general man or 
obstetrician. This patient does best under lithia 
waters, or any of the waters that she may like; 
mild diet with very little exercise; use of the bed 
in a position with the head of the bed lowered 
6 to 12 inches, and sleeping that way during the 
time from the first attack tothe end; in addition 
to that, knee-chest position 5 to 15 minutes per 
day will carry the mild type through pregnancy 
without resorting to other methods. 

The acute type suddenly comes down with chills 
and fever. Much more can be done for that type 
when seen early. In the average case coming to 
the hospital we find a condition of nausea and 
vomiting, a touch of jaundice, and a dry hot skin. 
Treatment there is not for pyelonephritis of preg- 
nancy. It is not a case for the urologist at all. 
That patient is suffering from acute starvation. 
The treatment there is for toxemia of pregnancy 
not pyelitis. That is where you need rectal flushes, 
subcutaneous glucose and saline, infusions, trans- 
fusions and after patient ceases vomiting, urinary 
antiseptics may be used. The temperature sub- 
sides and the patient is converted from an acute 
case of pyelonephritis of pregnancy to an individ- 
ual who can take care of herself. 
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At the hospital, we have refrained from cysto- 
scopy in cases of pyelonephritis unléss patients 
have given a history of lying at home in bed for 
a number of days. The acute case should not be 
cystoscoped. If the skin is moist and the temp- 
erature high, the patient is able to handle inter- 
mittent chills and fever for 2 or 3 days. 

Here, the fact to determine is whether the 
patient is suffering from pyelonephritis of preg- 
nancy or stasis in the upper urinary tract, and the 
only way is by cystoscopy. If there is stasis on 
one side or another, the catheter, a No. 5 or No. 
6, is left in for a number of hours to a few days 
with constant aspiration and watching. If there 
is no stasis, it is valueless. 

Dr. E. L. King (New Orleans): I am glad Dr. 
Reed brought this to our attention. It is a very 
common complication of pregnancy. I would also 
like to emphasize the fact that it is more common 
at 5 to 7 months, and that has always raised the 
questions as to the old idea of pressure being re- 
sponsible for it. It has been thought that the 
more frequent occurrence of pyelonephritis in 
primiperas would be due to pressure exerted by 
tension of the abdominal wall. 

Another point I would like to emphasize is that 
it is by no means necessary to have pain in the 
kidney or kidneys to give us diagnosis of pyelitis. 
More or less fever is strongly suggestive of pye- 
litis. 

In regard to treatment, I feel that in the milder 
case the use of rest in bed, water and possibly 
urinary antiseptics may be a good procedure. It 
seems that it does not make much difference 
whether you use alkalies or acids. The main 
thing is rest in bed, water and general attention 
for the mild case. I am inclined to believe there 
is some question as to the value of most urinary 
antiseptics. ’ 

The question has come up in these cases as to 
the possibility of causing abortion by the use of 
the cystoscope. I remember only one case that 
aborted after cystoscopy, and I felt that it was 
not due to that cause. However, I have felt it 
better to give the patients a fair dose of mor- 
phine before cystoscopy and another when they 
come back to the ward to obviate the possibility 
of miscarriage. 

Pyelitis is frequently first noted in the puer- 
perium generally occurring in the first 24 to 48 
hours. While it is probably not very different 
from the patient’s point of view, at least we feel 
ourselves absolved from blame if the patient de- 
velops pyelitis during puerperium and we can 
prove it is pyelitis and not puerperal infection. 

Dr. E. Denegre Martin (New Orleans): It 
occurred to me that urologists were getting splen- 
did results by flushes with normal salt solution. 
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Why cannot that be done? If you get proper 
drainage you do less damage by flushing with 
normal salt solution. I think it is worth trying. 
I believe in a great many cases flushing with some 
materials does as much harm as good. 

Dr. F. M. Johns (New Orleans): I would like 
to ask Dr. Reed to explain more at length the 
difference between pyelonephritis and pyelitis. 
There must be some difference, possibly of sever- 
ity or areas involved, between the two conditions. 

Dr. Reed (closing): I do not agree that pye- 
litis per se really exists. A pyelitis, so called, is 
always a pyelonephritis because it is practically 
impossible for an infection of the renal pelvis, 
which is contiguous with the tubules of the paren- 
chyma, to exist without the infection extending 
into the kidney. 

Dr. Martin brought out a very good point. For 
many years I have given up the use of strong 
solutions with which to irrigate the kidney pelvis 
in cases of marked pyelonephritis of pregnancy. 
Very frequently nothing more than plain sterile 
water is used, and our results are equally as good, 
and often better than when strong drugs were 
used. 

Dr. King inquires about the pressure of the 
uterus in these cases. We are told that the 
specific gravity of the uterus is the same as water, 
and that the old idea that pressure of the uterus 
was a prime factor in the production of pyelo- 
nephritis during pregnancy was wrong. However, 
I am not convinced that this is the case, since so 
many of these patients immediately improve just 
as soon as the foot of the bed is elevated, and 
the pressure of the uterus in the pelvis is relieved. 

I agree with Dr. Mattes that there are certain 
types of these cases who should not be cystoscoped 
and catheterized except as a diagnostic measure. 
We all know that many of them will get well 
under the usual medical treatment. 

Dr. Walther mentioned the use of pyridium. I 
used it for a long period of time shortly after 
it was placed on the market, but failed to obtain 
the results that were claimed from it. It did, 
however, produce gastric distress very frequently. 

In answer to the discussion of Dr. Pratt, I 
again agree that small ureteral catheters should 
be used with these patients. Many men advocate 
the indwelling ureteral catheter for long periods 
of time, and I personally have used them for as 
long as three weeks without producing any appre- 
ciable damage. However, I do not believe that 
the average case will require the use of an in- 
dwelling catheter longer than two or three days 
at a time. Pyelography is not done routinely be- 
cause of a certain element of risk that always 
exists when a severe infection, such as most of 


‘these patients have, is present. 
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INDUSTRIAL EYE INJURIES.* 
JAMES B. STANFORD, M. D., 
MEMPHIS, TENN. 


The present rapid industralization of the 
South makes a study of industrial injuries 
peculiarly interesting and important to 
Southern surgeons at this time. The small- 
town doctor may consider that the subject 
of industrial injuries interests only his city 
brother who is near factories, but it is a 
small place indeed, which does not support 
an automobile repair shop where all types 
of injuries may be encountered. The enact- 
ment of Workmen’s Compensation Laws 
affect not only the paper work in connec- 
tion with industrial accidents, but actually 
increases the amount of this work to be 
done by the surgeon. This increase, of 
course, is due to the fact that injuries 
which the workman considers of small 
consequence are now taken to the doctor, 
whereas formerly they were neglected 
because the injured thought he would 
probably be held responsible for the bill. 
Thus many serious complications with loss 
of vision in eye injuries are avoided. 

Injuries which would be trifling to other 
parts of the body may, in the eye, cause 
much pain and loss of vision and thus 
much unhappiness and reduction of earn- 
ing ability. It is not uncommon to see 
roentgen ray films which reveal many 
metallic foreign bodies under the skin of 
the face of which the patient was unaware, 
but one of these same foreign bodies in 
the eye would perhaps cause total blindness. 

About 10 per cent of blindness is the 
result of industrial accidents, and nearly 
10 per cent of non-fatal industrial in- 
juries are eye injuries. This occasions 
enormous loss to the community in upkeep 
of the blind, not to speak of personal suffer- 
ing and unhappiness which cannot be 
measured in terms of money. These facts 
establish the importance of careful study 
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and treatment of eye wounds. The most 
common of all eye injuries is the lodgement 
of small foreign bodies in the eye, especially 
on the cornea. This is often considered as 
of minor importance by the workman, but 
is not infrequently the cause of blindness 
when improperly treated. Practically every 
factory has on its payroll a man, often a 
foreman, whom we may term a “shop 
oculist.” This man is considered to be 
very clever at removing foreign bodies 
and his “office” equipment is various and 
amazing. He removes foreign bodies with 
a hair from a horse tail, a sharpened tooth 
pick or the corner of a soiled handkerchief. 
One such operator of my acquaintance had 
a most original method of removing foreign 
bodies. He would clip a button from his 
shirt, insert it under the patient’s upper 
lid and instruct his victim to wink the eye. 
These methods do not always cause total 
blindness but they almost always add much 
to the work, worry and responsibility of 
the oculist who eventually gets the patient. 
These “shop oculists” do not reduce the 
cost of industrial eye injuries, as they 
innocently suppose, but increase it to a 
marked degree. 

The instrument of choice for removing 
a corneal foreign body is a sharp spud. 
Any other instrument will cause a consid- 
erable loss of corneal epithelium and thus 
increase the patient’s pain and the danger 
of ulceration. The most satisfactory anes- 
thetic in these cases is a fresh 2 per cent 
solution of butyn, for the anesthesia is 
rapid, corneal desquamation is not pro- 
moted, as is the case with cocain, and the 
pupil is not dilated. There is some differ- 
ence of opinion as to what should be done 
after the foreign body is removed. During 
the last few years I have adopted the 
custom of putting 1 per cent yellow oxide 
of mercury into the eye and applying a 
dressing. I believe that this method has 
shortened the period of convalescence and 
prevented infection in some cases. These 


patients often return to work in dirty or 
dusty surroundings, and in many cases 
their homes are so unclean as to render an 














exposed abrasion liable to infection, and 
there is also less rubbing of the eye when 
a dressing protects it. When a corneal 
foreign body has been allowed to remain 
in the eye for a day or more the reaction 
is often severe and in these cases it is well 
to use atropine. 

Abrasions and contusions of the eye are 
common in shops and factories. Abrasions 
are best treated by cleansing the eye and 
applying a protective dressing, such as is 
used after the removal of a foreign body. 
Butyn in solution or as an ointment is often 
necessary for the relief of pain. I have not 
found the ordinary 1 per cent butyn oint- 
ment sufficiently strong for the relief of 
such pain but have found a two and one- 
half per cent ointment to be quite valuable. 

Eyes -suffering from contused wounds 
require atropine and hot applications. No 
case of contused wound of the eye should 
be discharged without ophthalmoscopic ex- 
amination and examination of visual acuity. 
Detached retina, intraocular hemorrhages 
and rents in the choroid are not uncommon 
results of comparatively light blows to the 
eye. Dislocation of the lens, iridodialysis, 
rupture of circular muscle fibers of the iris, 
hemorrhage into the sheath of the optic 
nerve and commotio retinae: may also 
occur. 

I should like to make one exception to 
the use of atropine in contused wounds, 
and that is in cases where hyperemia is 
present. I know that it is customary to 
use atropine in these cases but I have had 
two cases of secondary glaucoma with 
subsequent loss of vision follow such treat- 
ment, and have since felt that these cases 
might have been saved had I used eserin 
instead of atropin. Of course, one may 
not base conclusions on two cases, but it is 
reasonable to consider that the blood which 
caused the glaucoma by obstructing filtra- 
tion might have been more readily removed 
from the eye if the filtration angle had 
been enlarged instead of contracted. When 
secondary glaucoma does occur from such 
an injury and it cannot be promptly re- 
duced by the use of myotics, the anterior 
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chamber should be opened and the blood 
removed by irrigation. The results in these 
cases are not encouraging but are better 
if done within forty-eight hours of the 
onset of glaucoma. 

In infected wounds of the cornea I give 
foreign protein early and in rather large 
doses. The injection of milk or other pro- 
tein into the muscle has saved many eyes 
which otherwise would have been lost. I 
usually use lactigen in doses of ten cubic 
centimeters in the muscle of the buttock in 
adults. This is repeated in from two to 
four days as indicated. The general re- 
action may be rather severe, but is of short 
duration. Those foreign proteins which do 
not cause a febrile reaction have not been 
satisfactory in my cases. 

Perforating wounds of the eyeball are 
quite common, and care must be taken in 
these cases to determine the presence or 
absence of intraocular foreign bodies. The 
location of such injuries is also of great 
importance. The danger of infection in 
these cases is in direct ratio to the length 
of time the wound is left open, so when 
these patients are sent to my office, it is 
my custom to operate immediately rather 
than to waste time in sending the patient 
to the hospital and, if necessary, the patient 
is later sent to the hospital. The operation, 
of course, consists in a toilet of the wound 
and the covering of the wound with a flap 
of conjunctiva. I do not know who orig- 
inated this procedure but it is certain that 
it has been the means of saving useful 
vision in many eyes which would otherwise 
have been lost. My knowledge of the 
operation was given to me by Dr. Allan 
Greenwood and I follow his technic exactly. 
The flap is prepared, preferably at the side 
nearest the wound to be covered, and two 
sutures are introduced into the edge of the 
flap and into the subconjunctival tissue at 
the other side of the cornea in such a man- 
ner that when tied, the flap will cover the 
wound. If one is careful in undermining 


the conjunctiva the flap will be thin and 
may be easily stretched so as to cause 
little tension on the sutures. 


The sutures 
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are ready to be tied before the wound itself 
is touched. Then the wound is cleansed, 
iridectomy, if indicated, is done, the pillars 
of the colomba replaced and the sutures 
tied immediately. The regular order of 
these steps should not be varied for other- 
wise the danger of infection and loss of 
ocular contents is increased. I have found 
no difficulty in covering any part or even 
all the cornea in this manner. The flap is 
not disturbed until the sutures pull out, 
when it will slip back to its original posi- 
tion. Such a flap will protect the eye from 
infection, will insure good apposition and 
will prevent leakage of ocular contents. If 
an intraocular foreign body is present it 
is, of course, removed before the wound is 
closed. 

The problems of intraocular foreign 
bodies must be met as they arise since no 
rule may be made to cover all cases. It is 
generally considered that removal of mag- 
netic foreign bodies by means of a giant 
magnet by the anterior route is advisable 
when possible. This is accomplished with 
as little trauma to the lens and iris as 
possible. If the wound of entrance is very 
small the foreign body is drawn into the 
anterior chamber and is then removed 
through a keratome incision at the limbus. 
This incision is best quite small. The 
blade of the iris scissors or other small 
instrument may be used as a magnet tip 
and introduced into such a wound to guide 
the metal. It is not unusual to remove a 
foreign body in this manner without 
emptying the anterior chamber or disturb- 
ing the round pupil. Those metalic foreign 
bodies which cannot be removed in this 
manner are best removed through a stab 
wound in the sclera. In these cases I make 
a curved incision in the conjunctiva and 
sub-conjunctival tissue and place a double 
armed suture in the edge of the convex flap 
and a single suture in the concave flap. 
These sutures serve to retract the conjunc- 
tiva during the removal of the body and 
also serve to cover the scleral wound with 
a double layer of conjunctiva after the 








method of Francis. The incision in the 
sclera is made with a sharp Graefe knife 
and the small magnet tip introduced gently 
into the vitreous. 

The problems of non-magnetic foreign 
bodies are as numerous as the accidents. 
In no case should a surgeon attempt to 
remove an intraocular foreign body with- 
out first having it exactly localized. The 
prognosis should be guarded in all cases of 
intraocular foreign bodies, for often de- 
tachment of the retina or other disaster 
will occur when we think we have definitely 
reached easy sailing. 

Treatment of traumatic cataracts will 
vary as to the age of the patient and with 
the tension of the injured eye. In young 
individuals, and in some of middle age, the 
lens will often absorb without interference. 
In others, one or more needlings will be 
necessary, and in older patients ordinary 
extractions are advisable. In cases of 
secondary glaucoma extraction by the 
linear method or otherwise should be 
done immediately. 

Burns of the eyes in industries are of 
all kinds, hot metal, electric flashes, ultra 
violet and chemical. The most troublesome 
burns in my experience have been those 
from molten metal. If any of the agent 
causing the burn remains in the eye it 
should be removed immediately, and in the 
case of burns from chemicals the chemical 
should be neutralized immediately. Lime 
is frequently hidden in sealed folds of the 
conjunctiva and is difficult to remove, but 
patience is rewarded by conservation of 
vision. Atropine should be instilled and a 
bland oil should be used at frequent in- 
tervals. Where symblepharon is likely the 
skin should be taken from the inside of an 
egg shell and placed between the globe and 
lids. This is more effective than any other 
agent I know. The electric welding ap- 
paratus generates a great deal of ultra 
violet light and is the cause of much dis- 
comfort which is promptly relieved by 
butyn and cold applications. The symp- 
toms are marked photophobia, blepharo- 
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spasm and lacrymation coming on from 
four hours to one day after exposure. The 
welder himself is usually wise enough to 
protect his eyes but the curious worker 
near by is often a sufferer. Some men 
have found butesyn picrate eye ointment 
of help in treating all types of burns. 
Severe burns of the lids are treated as 
other severe burns of the skin, and in addi- 
tion they should be sutured together so as 
to limit the amount of ectropin and make 
subsequent skin grafting easier and more 
effective. In repairing wounds of the lids 
the old surgical principles of cleanliness, 
apposition of parts and drainage are still 
in force. In ragged wounds some study is 
necessary to get the parts properly apposed 
so as to prevent ectropion. Antitetanic 
serum should not be forgotten in these 
cases. 

Proper lighting and safety devices in 
mills and work shops will prevent at least 
half the eye injuries. I know one large 
wood-working plant where the cost of eye 
injuries has been reduced to 20 per cent of 
what it was with the same number of men 
at work. 

The problem of the malingerer is always 
with us and he will consume more time and 
patience than is necessary to save the eyes 
of many honest men. The malingerer is 
usually an ignorant fellow who has been 
instructed in the simulation of blindness 
by a friend or by an “ambulance chaser,” 
and he may be always trapped by one of 
the malingering tests. These texts are all 
given in detail in the various text books, 
so I will not take the time of this body to 
describe them. 

The determination of percentage of per- 
manent visual loss has been made much 
easier since the publication by the Ameri- 
can Medical Association of the report of 
its committee appointed for that purpose. 
This report is published in the form of a 
reprint by the Association under the title 
of “Appraisal of Loss of Visual Efficiency,” 
and should be in the hands of every oculist 
who handles industrial cases. This commit- 
tee bases its calculations on visual acuity, 
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fields of vision and muscle balance, and 
gives formulae by which visual efficiency 
of one eye or both eyes may be determined. 
Visual acuity, of course, include both dis- 
tance and near vision. This report requires 
study in order that a report which is fair 
both to the employee and the employer may 
be rendered. Some factors interfering 
with visual efficiency, such as loss of 
accommodation, of color vision, lid deformi- 
ties and epiphora, are left to the judgment 
of the oculist, since they manifestly may 
not be reduced to mathematical formulae. 

The findings of this committee are not 
official in all states but the eminence of its 
source gives it great weight in the settle- 
ment of disputes relative to disability 
following industrial injury or occupational 
disease. 

DISCUSSION. 

Dr. A. G. Wilde (Jackson, Miss.): I was very 
amused at Doctor Stanford’s account of the shirt 
button method for the extraction of foreign bodies 
from the eye. Probably it was suggested by the 
old idea of inserting a flax seed under the upper 
lid, in the hope that from the resulting flood of 
tears the offending particle would become dis- 
lodged and carried away in the flood. From the 
standpoint of treatment this is just about as use- 
ful and belongs to about the same vintage as 
“wropping” the hair in order to lift a ptosis of 
the uvula. 

As our industrial development and rapid transit 
facilities increase, traumatic injuries will keep 
pace, although consistent efforts by the companies 
concerned and their insurance inspectors will main- 
tain them below the figure they would assume 
if each individual was left to care for himself. 

A recent monograph on “Intraocular Foreign 
Bodies” by Dr. Sena of Buenos Aires has ap- 
peared in Spanish, which I reviewed for the 
American Journal of Ophthalmology. During his 
investigations he conducted experiments regard- 
ing the effects of various intraocular foreign 
bodies introduced under aseptic precautions. He 
then watched them clinically, and later enucleat- 
ed the eyes and examined them grossly and by 
sections. 

Copper particles intraocularly were found high- 
ly toxic, not only by their own action, but as they 
slowly dissolve in the alkaline medium, their solu- 
ble products spread these effects broadcast, caus- 
ing the entire eye to go on to destruction. These 
particles are usually derived from the explosion of 
fulminate caps, and their immediate extraction 
is imperative. Unfortunately this cannot be done 
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by magnet, and our manipulations in attempting 
it are liable to do considerable damage. As Dr. 
Stanford says, these eyes are always liable to 
retinal detachments. Iron and steel particles 
constitute about 75 per cent of retained intra- 
ocular foreign bodies, and when magnetizable are 
readily extracted if in the anterior chamber. 
When allowed to remain they quickly become en- 
veloped in a layer of fibrinous exudate, but the 
globe remains unaltered for some time. Then as 
the particle is slowly dissolved, signs of siderosis 
appear on the lens surface, iris and ciliary body, 
causing them to assume a color ranging from dark 
yellow to actual rust. As this is so gradual they 
do not demand immediate extraction if the en- 
vironment and equipment are not perfectly suit- 
able, and the foreign body itself is not infected. 
Several days can be allowed during which general 
methods for the prevention or alleviation of re- 
action should be instituted. The patient can then 
be brought to where its extraction can be effect- 
ed with more chances of success. 

Glass particles, being non-soluble, can be re- 
tained in the eye without great injury for consid- 
erable time, providing infection is not introduced 
along with them. As they are non-magnetic, their 
extraction is always difficult, and if in the pos- 
terior chamber, such attempts may do more harm 
than the glass itself if left alone. 

The eye is highly resistant to the chemical action 
of lead, although the majority of small shot that 
perforate the eye pass entirely through and lodge 
in the orbital tissues. 

In making posterior sclerotomies for foreign 
body extractions, one should recall the location 
of the vortex veins and long ciliary nerves, and 
carefully avoid injuring them. 

While incandescent particles are aseptic, they 
can give rise to intraocular inflammation of vary- 
ing degree, due either to mechanical or chemical 
irritation. Those portions that have the richest 
blood supply are noted to react most severely, 
that is, the ciliary body, the choroid and retina, 
the delicate elements of the last being especially 
susceptible to chemical action. 

It is noted that the majority of foreign bodies 
affect the left eyes of workers, as they are usually 
right handed and this mechanically protects the 
eye of that side. 

Where the surface is infected or is liable to be 
so, I use a rather stronger antiseptic than oxide 
of mercury, the combination of metaphen with 
butyn being especially useful. Otherwise, White’s 
ointment of 1:3,000 bichloride, or the same 
strength of oxyquinoline sulphate is applied fre- 
quently enough to keep the conjunctival sac well 
filled. In the eye, ointments are usually prefer- 
able to solutions, as they are not readily washed 


STANFORD—Industrial Eye Injuries 


out by the tears and thus continue their action 
over a longer period. Of course, the intramuscu- 
lar injection of milk of high bacterial count is our 
sheet anchor in all infections of the anterior seg- 
ment. 

The conjunctival flap employed after corneal 
wounds was designed by Kuhnt, and should always 
be as thick as possible, dissected free very lib- 
erally, and sutured as far down over the cornea 
as possible so as to afford the maximum protec- 
tion. I even use this frequently in cataract ex- 
tractions. 

In treating any industrial injury we should 
always keep in mind the possibility of future liti- 
gation. These records must be complete and de- 
tailed. When made at the time of examination 
and treatment they are introducable in court as evi- 
dence. If made later, or during the trial you at- 
tempt to recall particulars of the injury, the 
opposing counsel can question the accuracy of 
your memory and thus decrease the weight of 
your evidence. 

It has been generally held in court that failure 
to make roentgen ray films of eyes that contain 
or may contain foreign bodies constitutes negli- 
gence, and the doctor responsible for the omis- 
sion is liable to a personal damage suit. Our 
courts have recently awarded several verdicts on 
this account. A roentgenogram is, therefore, very 
important from the standpoint of prophylaxis for 
litigation and should never be neglected where a 
retained foreign body is present or suspected. This 
film may not be of great value or importance in 
the treatment, but if you are later called upon 
in court to produce it and are unable to do so, 
you may be found both professionally and finan- 
cially embarassed. 

As Dr. Stanford well indicated, the malingerer 
is with us now as never before, and due to indus- 
trial and government compensations his tribe is 
on the increase. Usually their first symptoms are 
not as severe as after they have been coached by 
some litigation-seeking “ambulance chaser.’’ Thus 
symptoms are developed that not only exceed the 
evident injury, but defy all treatment and baffle 
the diagnostic skill of the most acute observers. 

In dealing with such individuals our backs must 
be against the wall, and the burden of proof be 
thrown upon the claimant. Thus interviews of 
this kind become largely a battle of wits. Remem- 
ber that one can usually see out of an eye bet- 
ter than the observer can see into it. Where there 
is a marked discrepancy between the professed 
vision, and that which after an examination of the 
media and fundus you estimate it should be, sus- 
pect that he sees more than he admits—especially 
if it is to his benefit to see less. 

Be wary about bestowing those much sought 
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after articles of uncertain value called “medical 
certificates,” as like the ghost of Banquo, they 
can return to haunt you under very embarrassing 
circumstances. As I was called upon to do so 
much of this work for the Government, I have 
accummulated a repertoire of twenty-six tests 
for malingering, and should a man fall down upon 
one of these his genuineness is open to question. 
Many of these malingererers are old hands at 
examinations. They may have lost that same eye 
several times, and collected damages upon it just 
as often. As it may thus be a perpetual source 
of income, they become acquainted with the usual 
tests employed, and unless you have a few new 
tricks up your sleeve, they can receive your en- 
dorsement of serious visual disturbance when such 
may not actually exist. 

I was very much interested in the use of egg- 
shell skin for the prevention of symblepharon, 
although I have had no experience with it. When 
the base is clear of infection or slough, I use the 
mucous membrance of the lip and transplant it 
into the conjunctival sac according to the Denig 
technic. Late symblepharon or corneal complica- 
tions are especially liable to be formed after alka- 
line burns, such as lye, ammonia or lime, hence 
prognosis in these cases should always be guard- 
ed, and this possibility kept in mind. 

Dr. W. S. Sims (Jackson, Miss.): I enjoyed 
the paper and discussion very much. It was very 
refreshing and helpful to hear this paper and dis- 
cussion by men well acquainted with these sub- 
jects, especially when they are subjects in which 
we are most interested. : 

There is one thing that was said, I think, that 
I regard as very important, and that is the per- 
forated wounds of the cornea and sclera. I wish 
to emphasize the importance, if you have a per- 
foration of the iris, to be sure to draw out enough 
to leave an opening in the iris larger than the 
wound in the cornea. Otherwise, we have an an- 
terior sinusitis followed later perhaps by very 
serious results as secondary glaucoma. In with- 
drawing the iris, as we know, it is very difficult 
and there is really no danger in drawing out too 
much. The trouble is we rarely ever get enough. 
We must remove enough, so that when it retracts 
it leaves the cornea clear of any contact with the 
iris, and the treatment afterwards, if the opera- 
tion is a success, is very simple and very satis- 
factory. 

Another thing I wish to refer to is gun powder 
burns. I suppose that comes under the head of 
the subject under discussion. The method of at- 
tempting to pick out the grains of powder is very 
tedious and very unsatisfactory. It is almost im- 
possible to do this without leaving some powder 
stains, even if we get the grains out, and if they 


are in the central portion, they frequently leave 
the vision very much impaired. The better plan, 
if we see these patients early after the accident, 
is to keep them in bed in the care of a nurse and 
use a mild antiseptic wash of some kind—boric 
acid, at certain intervals and application of cold 
for forty-six or fifty hours—something like that— 
allowing time for the particles to become par- 
tially loosened or dislodged and then drop perox- 
ide of hydrogen in the eye, and it will create a 
gas that will force the particles out, not only the 
powder, but the stains as well. It is remarkable 
how clear and free the cornea is after this treat- 
ment. The main thing to remember is to wait 
at least for forty or fifty hours before applying 
the peroxide of hydrogen. You want to wait un- 
til the particles loosen and the secretions form 
around the particles, and then apply your perox- 
ide of hydrogen, and the gas created thereby 
forces the grains of powder—not only the powder, 
but the stains as well—out of the eye. The last 
‘case I had of this kind was a man blowing up 
stumps and the whole side of his head and one 
eye was filled with powder. 

Dr. E. L. Watkins (Clarksdale, Miss.): I en- 
joyed Dr. Stanford’s paper very, very much, and 
I think it is very, very timely. 

All too often, when a patient comes to our 
office for the removal of a foreign body, or an in- 
jury to the eye, industrial or otherwise, that pa- 
tient nearly always has a compound wound, how- 
ever slight it may have been in the very begin- 
ning. Some one has used a horse hair, or a teoth 
pick, or a button, as Dr. Stanford mentioned, and 
done that. Often times the patient has damaged 
the eye in attempts to get the body out of the 
ele. Even, sometimes, another physician may 
have damaged the eye in an attempt to remove 
the body. I think that is due to the physician not 
having equipped himself with a proper lens. Sec- 
ondly, he must have a good light to enable him to 
get the proper light on the body to be removed. 
If he gets a true, bright light, with a bright in- 
strument, it will not injure the eye. All too often 
they, make a swab as big as the end of your little 
finger with a match or tooth pick or something 
and rake across the cornea. If they don’t abrade 
the cornea it is surprising. I think it is a matter 
we should be a little more careful about. 

Our eyes are a rather important part of our 
anatomy. It has been said they are the light of 
the soul, and they are especially the light of 
the body, and they should have the careful con- 
sideration to which they are entitled. I feel if 
we will equip ourselves with a magnifying lens 
and use that lens in every instance we will not 
damage the cornea so much in the removal of 
foreign bodies. 
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Dr. Stanford (closing): I am very grateful to 
these gentlemen for the discussion of the paper 
and I particularly want to thank Doctor Sims 
for telling me how to remove gun powder from 
the eye. That was entirely unfamiliar to me and 
I appreciate it very much. 





EARLY SYPHILIS: ITS DIAGNOSIS 
AND TREATMENT. 


R. L. GORDON, M. D., 
NEw ORLEANS. 


Since the time of Columbus much has 
been written about the most common and 
destructive diseases known to the profes- 
sion as syphilis and lues and to the laity 
as pox, old rale, bad blood and whatnot. 
Nothing in this brief paper is original or 
intended to be, and there would be no 
reason for its being written if we, as 
physicians, would really endeavor to 
properly diagnose and then properly treat 
this most common disease. Thousands of 
articles appear each year on this subject 
yet most of us continue blithely on our 
way treating this condition in a most un- 
satisfactory and negligent manner. 

Gentlemen, if this paper can arouse in 
our minds the seriousness of the diagnosis 
and proper treatment of early syphilis 
(before the graver complications arise) 
and so instill into our hearts the one 
thought that the syphilitic is one that must 
be treated conscientiously and to the best 
of our ability; the loss of time that you 
gentlemen may consider this paper to be is 
well compensated for. All of us well know 
the enormous economic cost of the disabled 
syphilitic, yet many of us still consider our 
six intravenous injections of the arsenic 
derivatives as the last word in anti- 
syphilitic therapy. Our mistakes of today 
will reap their harvest in the insane insti- 
tutions and in the general hospitals twenty 
years hence. 

Please remember that when a syphilitic 
reports for treatment, it is far better to 
become a pessimist than an optimist, and 
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at least be honest, not only with him, but 
with yourself. Syphilis is a difficult dis- 
ease to treat and is treacherous as a pet 
rattlesnake from whom the fangs have not 
been removed; ready to make a prevarica- 
tor of us for our over-indulgent optimism 
and a wreck of the unfortunate individual. 

How many of us know, or care to know, 
how to diagnose this condition in its early 
stages? By this, I mean from the initial 
lesion down to, and including the secondary 
stage; also including those cases with a 
positive Wassermann and no other clinical 
findings. 

No primary lesion is typical. The old 
Hunterian chancre with its various modi- 
fications, is a relic of the past. No lesion 
on the genitals, except that of the veneral 
wart, should be regarded as innocent until 
proven so. (This includes the whole cate- 
gory from hair cuts to herpes.) Now, let 
us go a step forward—a patient presents 
himself with a genital lesion, the appear- 
ance of which means nothing. What should 
be done? The city practitioner has one of 
several methods at his command; either to 
make a dark field or India ink examination 
or to send the patient to a pathological 
laboratory for a scraping. In the country 
those who use microscopes have the choice 
of either making the examinations them- 
selves or treating the sore locally, and 
sending the blood to a competent labora- 
tory for a Wassermann after a period of 
from twelve days to three weeks. We all 
know that it requires about this length of 
time between the appearance of the pri- 
mary sore and the appearance of a positive 
blood test. 

Let us now presume that we have a 
patient in whom the proper dark field has 
been made and with a negative report. 
Nevertheless, one should feel that syphilis 
dannot be ruled out until the proper time 
has passed and a Wassermann made. 

It is my hope not to have bored you with 
what you may consider unnecessary de- 
tails, yet it is important that before a 
diagnosis of syphilis is made, all safe- 
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guards should be thrown around these un- 
fortunate individuals. This is my plea for 
a square deal in the diagnosis of syphilis. 

The appearance time from the date of 
exposure, to the appearance of the initial 
lesion, varies from about twenty days to 
three months. The usual time, in the 
author’s experience, varies from between 
twenty to thirty days. The secondary 
stage with its usual skin manifestations, 
appears from six to eight weeks after the 
primary lesion. As stated before, during 
this time, with the exception of the first 
two or three weeks, the Wassermann will 
be positive. 

Let us now take another case, either in 
the chancre or secondary stage, or in the 
quiescent stage of a positive blood Wasser- 
mann, with no other clinical findings. You 
perhaps wonder why these three stages 
should be treated with the same, or practi- 
cally the same, methods. The following is 
the answer. Long before the chancre de- 
velops, the treponema pallida has been 
generally distributed over the entire system 
and the condition now becomes a general 
affair rather than a local one. Secondary 
syphilis is merely the skin reaction to a 
spirochetal invasion. 

We have found that the following out- 
line of treatment serves fairly well in early 
syphilis: 

(1) A series of from six to eight in- 
jections of one of the arsephenamines at 
five to seven day intervals are adminis- 
tered by intravenous method. (It is wise 
to start with a 4.5 decigrams injection of 
neo-arsephenamine and rapidly increasing 
to 6 decigrams.) This should constitute 
the first course. Before each injection a 
careful examination of the urine must be 
made for albumin, casts and bile. The 
patient should also be questioned in regard 
to any cutaneous itching. These are all 
symptoms of arsenic storage in the body. 

(2) A rest of two weeks to a month. 
This allows the vital organs a relief from 
the barrage of heavy metal bombardment 
to which they have just been subjected. 


(3) Mercury along with 15 to 20 grains 
of iodide, by mouth, three times a day may 
be administered in several ways. The 
intravenous water soluble salt may be 
given in 0.1 gram doses from two to three 
times a week, until twenty or thirty doses 
have been given, depending, of course, 
upon the kidney tolerance or signs of 
salivation. The writer prefers mercurosal. 
The intra-muscular injections may also be 
employed, using either the water soluble or 
oily suspensions, at from three to five day 
intervals. Of this type, the biniodide is 
preferable; from 14 to 14 grains dissolved 
in vegetable oil. Inuctions of mercury are 
dirty and few private patients will tolerate 
them, yet this is a most effective method. 
The standard mercurial ointment obtain- 
able at any drugstore well rubbed in for 
from forty to sixty minutes, using one dram 
each night for 36 rubs, may be given. 

(4) Repeat after an interval of four 
weeks, six intravenous injections of ar- 
senic. Most patients improve physically 
on this treatment. Yet in a few the admin- 
istration of tonics are necessary, due to the 
secondary anemia. 

(5) Rest of from four to six weeks is 
essential, followed by injections of either 
water soluble or oily suspensions of bis- 
muth (2 c.c. of 1.5, %4 gr. of the water sol., 
2 gr. of the salycilate in oil) given at three 
to five days intervals over a period of from 
fifteen to twenty doses. Care must be ex- 
ercised not to produce a nephritis and the 
gums should be carefully watched for a 
bismuth line. 

(6) At this period another rest is 
allowed varying from four to six weeks 
followed by a course of arsenic. 

(7) Another rest is given varying from 
one to two months by either a course of 
mercury of bismuth. 

A year or more has passed. Is the 
syphilitic well? You, perhaps, have noticed 
nothing was said about Wassermanns dur- 
ing the treatment. We all know that a 
negative test will occur in most cases after 
the first course of treatment. This only 








790 


gives the patient a false hope of security 
and it is wise to make these tests as in- 
frequently as possible to satisfy his mind 
during the first year of treatment. Few 
syphilitics can understand why they should 
continue treatment after the blood test is 
negative. 

Now, how are we going to prove, or 
attempt to prove the cure? A Wassermann 
and a spinal fluid examination should be 
made. If these are negative, what is our 
advice? Here is the writer’s. Check the 
blood reaction at the end of another six 
months, repeat at least one course of either 
arsenic, mercury, or bismuth during the 
second year. At the end of this period 
another blood test and spinal fluid examin- 
ation is made. Request the patient not to 
marry before three to five years from the 
time of the initial lesion and instruct 
them to have a blood Wassermann each 


year during the period of life. 
DISCUSSION. 

Dr. M. H. Foster (Alexandria): Dr. Gordon 
says that the diagnosis of syphilis is dependent 
upon the early diagnosis of suspicious genital 
lesions, but I shall go one step further and say it 
is dependent upon the diagnosis of any suspicious 
lesion anywhere. The pathology is always the 
same, an obliterative endarteritis, infiltration, in- 
duration, and that holds true anywhere. I heard 
of an old man who had a chancre on his bald head 
because he had used a washrag which had been 
used by a young man with a chancre of the nose. 
I have seen chancre of the nipple. I have seen 
it at the tip of the tongue, and got a definite story 
of the use of a trombone also used by a man with 
chancre of the lip. It doesn’t make any difference 
where the lesion is located, it must be investigated 
and it always shows the same pathology. I saw 
yesterday a young man with a lesion at the base 
of the penis and another at the side of the 
scrotum, both strongly suggestive of impetigo 
contagiosa from the gross appearance. Palpation 
disclosed induration, the Wassermann came back 
four plus, and yesterday, as I say, I began his 
treatment. 

I cling to the belief that we should forget the 
secondaries and the tertiaries and consider the 
case either early and active or later and relatively 
inactive. Arsenic controls the early active lesions 
better than anything else and the exact form in 
which you give it makes no special difference. 
Bismuth is best to finish up with. But the thing 
that really matters is the diagnosis of the early 
case by the investigation of all suspicious lesions, 


GorDON—Early Syphilis: Its Diagnosis and Treatment 


even if they do not, happen to appear on the 
genital tract, for early diagnosis is much more 
important than any method of treatment. 

Dr. E. D. Martin (New Orleans): You are 
all specialists today, but though I am a general 
surgeon, I rise to discuss the problem of syphilis, 
to enter a plea for a careful diagnosis, for a 
diagnosis that is positive before it is given to the 
patient. I have recently seen and treated a young 
man whose life for years has been blighted by the 
fact that he was told he had syphilis, was treated 
for syphilis, whereas he never had it at all. He 
ruined himself financially to take the treatment 
which he never needed, he resigned the idea of 
marriage, he lived the life of a recluse, and it is 
only by degrees that he is returning to normal 
life and spirits. Such a thing is more than a 
tragedy, and I protest against it with all my 
strength. When I began to practice we had to 
wait for the secondares before we made a diag- 
nosis, and that method killed a good many patients, 
I don’t doubt, but I can put my finger today on 
many who are alive in spite of the delay in 
treatment. I haven’t all that faith in a Wasser- 
mann report, though I do not underestimate the 
value of the laboratory. I want, however, to be 
certain of the person making the examination. 
The young man I spoke of had a slight lesion on 
the foreskin which disappeared of itself before 
the Wassermann report came back, but I have 
told you what happened to him on the strength 
of that positive report. God knows how many 
similar instances could be cited, and this is such 
a serious matter we cannot be too sure we are 
right before we undertake to wreck people’s lives 
with our reports and our treatment. 

Dr. M. P. Boebinger (New Orleans): I agree 
with all Dr. Martin has said, but there is another 
side of the picture. I recently saw a negro dentist 
who had been treated in Asheville for several 
years for a supposed pulmonary and laryngeal 
tuberculosis. Among his laboratory reports he 
had a number of reports of a negative Wasser- 
mann. His oral cavity was negative, his larynx 
showed marks of some old disease, what I could 
not decide definitely, and his only trouble at 
present was a slight huskiness. He assured me 
that he had had this for many years. I was sure 
the report of the healed tuberculosis must be 
correct, but I finally decided to have Dr. Lawson 
make a spinal. The report was four plus positive. 
I mention the case because all the circumstances 
were misleading, especially the story of a healed 
tuberculosis and the repeated negative blood 
Wassermanns, and because I want to emphasize 
the value of the spinal test in the obscure cases. 

Dr. Hans Schroeder (New Orleans): Speaking 
of unusual locations of chancre probably you all 
have heard of chancre of the nose in physicians 
who have picked their noses after treating luetic 
patients, of which there are about five cases on 
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record.. But the most interesting to me, and a 
rare one, is chancre of the eye of which there is 
only one on record, reported from Chicago in 1919. 
A negro in a fight with another one bit him in 
the upper lid; where then the primary lesion 
developed. 

Dr. Otto Joachim (New Orleans): Dr. Martin 
says we must be sure to be right before we tell 
the patient anything, but how can we be sure? It 
isn’t always an easy matter. Some time ago I 
operated on a man for a submucous resection of 
nasal septum, which progressed normally and 
healed promptly. A week or more later he re- 
turned rather alarmed, for he had coughed up 
blood. Since I could find nothing in the nose to 
explain it, I sent him to a prominent diagnostician, 
who returned the diagnosis that he had a gumma 
of the lower part of the lung. A prominent path- 
ologist produced a positive Wassermann. I shook 
my head. The patient was very frank and intelli- 
gent and nothing in his history would explain the 
supposed condition. Another pathologist was 
called in and returned, a negative Wassermann, 
and a third one also gave a negative report. But 
we have the diagnostician and the first pathologist 
on the other side, and I am therefore certain it 
isn’t always easy to be right. 

Dr. H. W. E. Walther (New Orleans): We 
rarely se now the lesions once described as the 
Hunterian chancre, and unless we look with sus- 
picion on every lesion that we see, no matter 
where located, we shall do our patients an 
injustice. Moreover, all such lesions must be 
scraped. If we have not a microscope at our 
elbow, we can keep a bottle of India ink on hand, 
and get the pathologist a smear he can examine 
later. In my office, whenever I see a patient with 
a venereal sore or any suspicion lesion, I scrape 
it and I state to the patient that the lesion may 
be syphilis. I don’t tell him he has syphilis, but I 
tell him my suspicion. If he doesn’t come back to 
me, as these patients frequently do not, at least 
I am sure he cannot go to another urologist with 
a well-developed case of syphilis and say that I 
told him nothing serious was the matter with him. 

Dr. R. L. Gordon (closing): Dr. Foster is 
quite right, chancres can appear anywhere. Sus- 
picious lesions should be investigated no matter 
where found for they are not confined to the 
genital tract, and I did not mean to give that 
impression. There are sometimes clinical cases of 
syphilis in which the Wassermann is negative. If 
you see such a case and are sure that it is syphilis 
it is sometimes well to do a provocative Wasser- 
mann. Load the patient with iodides from 7 to 10 
days and then make a Wassermann or even a 
provocative dose of neosalvarsan may be admin- 
tered and the blood elimination made in a few 
days. This. procedure will often clear up an 
obscure case. 


DISABILITY FOLLOWING 
FRACTURES.* 
KING RAND, M. D., 
ALEXANDER, LA. 


The writing of this paper was prompted 
by the fact that in private practice and in 
the capacity of referee in casulty insurance 
cases, we have found it to be a pertinent 
truth, that among the most common causes 
of disability as a result of industrial acci- 
dents is fractures; and that the disability 
resulting from such fractures is unduly 
prolonged; such are also the conclusions 
of others inquiring into the subject.’ 2 

We shall attempt in a short summary to 
give our opinion as to why this status 
exists and to make certain suggestions in 
the hopes of aiding and abetting at least 
a partial remedy. That such a situation 
exist, the records of the insurance com- 
panies and the decisions of the courts are 
mute witnesses. That safety-first meas- 
ures might lesson the number of such 
accidents is admitted; but the hazards of 
industry and the natural tendency of man 
to hold in contempt the dangers of his 
trade will always furnish material for the 
industrial surgeon. 

Statistics on the subject confirm my 
opinion and experience that in general 
practice, and more especially in industrial 
work, the disability resulting from frac- 
tures is unduly prolonged. Why? First, 
that the general principles of treatment are 
not fully appreciated or are poorly carried 
out, with the resulting anatomical and 
functional disturbances. Other contribut- 
ing influences are certain legal, economic 
and psychic elements. The most common 
cause of prolonged disability following 
fractures we have found to be faulty 
reduction of the fracture and as a close 
runner-up, too long continued disuse of the 
member. Numerous fractures today are 
set and treated without the diagnostic 
aid and consoling confirmation of reduction 
furnished by the roentgen ray. Numerous 
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surprises will be furnished and many mis- 
takes avoided if every fracture is subjected 
to two right angle planes or stereoptical 
exposures and the reduction checked by 
film or screen. 

Next, all fractures needing reduction de- 
mand an anesthetic from the humanitarian 
standpoint to relieve pain and to facilitate 
reduction by relaxation of muscle spasm 
resulting from the local trauma. We have 
available general anesthesia, spinal anes- 
thesia, regional anesthesia and anesthesia 
resulting from direct infiltration of the 
fracture site. All methods are useful and 
none can be discarded or any one used to 
the exclusion of the others. The general 
anesthetic has the advantage of adminis- 
tration with comparative ease under all 
circumstances. The injection of large 
amounts of 2 per cent novocaine direct 
into the fracture area offers the advantage 
of a more deliberate method of reduction, 
but its aseptic technic should be carried 
out to the letter to avoid contaminating a 
field possessing optimum conditions for 
bacterial growth. 

In the reduction per se we still are of 
the opinion that most fractures can be 
reduced by traction and counter traction. 
It is admitted that to convert a simple 
into a compound fracture is necessary in 
well indicated cases, but that it is attended 
with risk; that it can not have universal 
application by all men and that it is too 
frequently resorted to, can not be denied. 
To quote Skudder*® in a recent article: 
“We will honestly try in all doubtful casse 
the non-operative method first.”* In the 
mechanics of reduction two of the dicta of 
Boéhler are worthy of constant considera- 
tion: (a) To establish the position and 
direction of the proximal fragment, with 
which we are attempting to aline the distal 
fragment; and (b) to study in all cases 
the direction of force exerted by the con- 
tracted muscles attached to the bone 
fragments. It can not be stated what 
amount of displacement is compatible with 
satisfactory results; in the long bones a 
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certain amount of misalinement with no 
shortening is permissible, but the nearer 
we approach to the joints or into the 
joints, the more complete the reduction 
necessary, an objective to be accomplished 
by any recognized methods. 

How is immobilization to be maintained, 
reduction having been assured by roent- 
genological confirmation? Bohler or sim- 
ilar traction splints with modern quick- 
setting plaster, would likely fill the re- 
quirements, though the catalogues of the 
surgical instrument houses, the equipment 
and apparatus store rooms of hospitals, 
clinics and physicians’ offices, plus the 
innumerable innovations seen parading the 
streets and on display in the wards, attest 
to the many devices used. Our plea is for 
simplification and standardization. During 
our recent unpleasantness by orders a 
universal type of splint was found adapt- 
able to most war fractures. We do not see 
why this idea can not be used in civil prac- 
tice, and the thought so that end is worthy 
of the leaders in medical teaching. 

Admitting satisfactory reduction and 
fixation how long shall we continue im- 
mobilization? When shall we insist on 
motion and massage? Bohler, of Vienna, 
who seems at present to be the most potent 
influence in modern treatment of fractures, 
contends that fixation is too early ter- 
minated in most cases, estimating the 
healing of fractures to take on the average 
nearly twice as long as has been generally 
accepted. While keeping an open mind on 
the subject, my limited experience gives me 
the temerity to insist on motion of the 
joints in proximity as soon as the roentgen 
ray shows sufficient callus to maintain 
alinement when temporarily removed from 
the supporting cast or splint. Children 
might be kept with impunity for in- 
definite periods running into weeks firmly 
immobilized in casts and splints, but the 
innumerable cases of: industrial accidents 
with simple transverse fractures of the 
long bones correctly reduced and fixed 
with the adjacent joints immobilized for 
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weeks sent to us with ankylosis or very 
limited motion resulting, has been enough 
to prevent immediate acceptance of the 
practice of prolonged fixation. With sup- 
porting callus, confirmed by the roentgen 
ray, the early temporary removal from the 
splint, with active and passive motion, 
massage and heat (diathermy) should not 
be advised but be insisted upon, and done 
under the direction of the attending 
physician or his assistant. These are all 
essential to satisfactory results. These 
directions can not be left to the initiative 
of the injured as their execution produces 
some discomfort, a necessity not evident 
to the mind of the average industrial case, 
who most infrequently is not worried with 
the factor of time, as a livable wage is 
assured by law while he is incapacitated. 
Delayed union is some time met with but 
rarely non-union is simple fractures, and 
then is rarely due to systemic conditions 
but to local causes, which experiences are 
confirmed in a recent article from the 
Mayo Clinc.> 

Another factor favoring the early forma- 
tion of a firm union is weight bearing, 
which also tends to restore muscle tone 
and flexability of the joints. The natural 
tendency on the part of the patient is to 
depend upon crutches and other aids, en- 
joying temporary freedom from pain and 
swelling, postponing the time of recovery 
until the patience of the attending physician 
is exhausted, the case coming into court 
with the testimony that the use of the 
member produces pain and swelling of the 
joint; the case is awarded additional tem- 
porary disability at.a time when he should 
be at least returning to light duty or work 
furnished usually by an employer willing 
to co-operate in seeing that the injured 
employee has light work, which in itself 
constitutes an excellent treatment in the 
restoration of function and the return of 
confidence and self-respect. 
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DISCUSSION. 


Dr. Paul G. Lacroix (New Orleans): The field 
of traumatic surgery in general and fractures in 
particular is daily becoming larger and more im- 
portant. Unfortunately, too few of us are suffi- 
ciently well prepared to successfully treat frac- 
tures. The laity and many doctors also, think 
that all we have to do is “set a fracture,” apply 
a cast or splint and let “nature” do the rest. As 
long as we adhere to this axiom, our end results 
will continue to be bad. 

The recognition and treatment of fractures have 
engaged the attention of medical practitioners in 
all ages. The axioms formulated and used during 
the earlier days of surgery held sway until Bar- 
denheuer, Lucas—Champoniere and Lane noted 
that in a large proportion of cases deformity and 
loss of function resulted from an application of 
commonly accepted axioms of treatment. 

Statistics of industrial insurance commissions 
confirmed these observations. 

The modern methods aim at 

(1) a sufficiently perfect restoration of the 
form of the bone to allow a perfect joint action, 
(2) the preservation of the full vitality of the 
circulation and the neuromuscular apparatus. In 
order to obtain the above results a knowledge of 
each method of treatment is necessary and at 
times a combination of the good points in each 
is essential. 

Bad end results may be attributed to (1) in- 
adequate diagnosis and (2) inadequate treatment. 
Both of these factors can and should be elimi- 
nated. The first is the result of the traditional 
use of a term, Pott’s fracture of Colles fracture, 
which is loosely applied and leads many who use 
it to expect that each of these fractures must 
always present the same clinical picture. 

If we are to obtain better results, we must be 
more accurate in our terminology and be more 
exact in our examination. 

One should not send patient for roentgen ray 
examinations before the physical examination has 
been made. If he does he will be disappointed 
because of the failure of the ray to show a frac- 
ture through an epiplyseal cartilage. Surgery 
should not be subservient to one of its handmaids. 
Human reason must ever direct artificial or phys- 
ical measures. 

A properly taken history and a systematic ex- 
amination which consists of inspection, palpation, 
mensuration followed by a roentgen ray examina- 
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tion should, in all instances, establish a diagnosis. 

We might just as well eliminate the so-called 
sprains if we want to obtain good results in in- 
juries about joints. 

The absence of deformity does not mean that 
there is not a fracture present. Manipulation 
for the purpose of obtaining crepitus prior to 
the giving of an anesthetic is not indicated and 
should not be resorted to. 

This brings us to our second conclusion that 
poor end results are due to inadequate treat- 
ment. 

Complete reduction cannot be obtained in most 
instances without relaxation obtained by anesthe- 
sia. Attempts without anesthesia are brutal. 

Proper reduction is the most important object 
in the treatment of fractures. If we make no 
attempt to obtain accurate approximation of frag- 
ments the subsequent treatment will be valueless 
as far as perfect contour and good functional 
results are concerned. Good anatomical restitu- 
tion of a broken bone results in better functional 
results than imperfect reconstruction and permits 
a shorter period of disability. All fractures 
should therefore be reduced under a general anes- 
thetic if there are no contra-indications. The old 
axiom of waiting for the swelling to subside be- 
fore an attempt is made at reduction should be 
discarded for we know that the callus-forming 
elements are most active immediately following 
the injury. Also because muscular contractures 
which in the beginning are only spasmodic later 
become real contractures which require greater 
force to overcome. 

The patient is seen not later than twenty-four 
hours after reduction. At this time another roent- 
genogram is taken to determine whether the re- 
duction is satisfactory. Continued pain after 
twenty-four hours is usually indicative of an in- 
complete reduction or of improperly applied 
splints. If the reduction is not satisfactory an- 
other attempt is made to better the position of 
the fragments. After several days the splints are 
removed, the extremity is given contrast baths 
(alternate hot and cold water) moderate super- 
ficial massage, and passive motion up to the point 
of pain. It is then baked and the splints re- 
applied. This treatment is repeated every two to 
three days. All dressings are removed at the 
end of four to five weeks. At this time the patient 
is instructed to use contrast baths twice daily, 
followed by resistive exercise. 

Many bad anatomical results are finally fol- 
lowed by fairly good functional results. In most 
instances bad functional results are due to incom- 
plete reduction. However, in a few cases poor 
functional results are due to adhesions and circu- 
latory disturbances, the result of prolonged im- 
mobilization, 
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Early complete reduction, early superficial mas- 
sage, with physical therapy and early immobili- 
zation will give a satisfactory functional result in 
the vast majority of fractures. 

Dr. Muir Bradburn (New Orleans): Dr. Rand 
has given us valuable suggestions as to the man- 
agement of fractures. He implies the necessity 
of treatment in these cases by those equipped by 
experience. Among the causes of prolonged dis- 
ability he mentions the fact that general princi- 
ples of treatment are not fully appreciated or are 
poorly carried out. I recall a case of a fracture 
of the shaft of the femur referred to us after it 
had been treated for weeks by skeletal traction; 
there was shortening and the bone fragments had 
been allowed to slough their way through the skin 
posteriorly. In this case the method was good 
but the application of it was evidently not fully 
comprehended. 

Like Dr. Rand, I have had to review cases for 
insurance companies. In examining the records 
of compound fractures, it is annoying to have 
reported to us that the attending physician is 
waiting for the wound to heal before attempting 
to reduce the fracture. A few days ago I re- 
viewed such a case, a supracondylar fracture of 
the femur in which the surgeon was waiting for 
the wound to heal. This report was received near- 
ly three weeks after the injury, and we advised 
the insurance company to make provision for 
permanent disability. These supracondylar frac- 
tures are probably the most difficult to reduce. 
Ashhurst reported only one satisfactory result in 
6 cases. Waiting for the infection to clear up 
robs the patient of the little chance he might have 
had to obtain a functioning limb. In such a case, 
skeletal traction, through the tibia at the level 
of the tibial spine, as suggested by Béhler, would 
probably give the best results, the infection being 
treated and the fracture being reduced simultane- 
ously. Excellent results are obtained in the usual 
type of fracture of the femur by Russell’s method. 

One fruitful source of disability of the hand is 
the fracture of the first phalanges of the fingers 
near the metacarpo-phalangeal joints. If these 
are treated with the fingers extended, union fre- 
quently occurs with marked angulation, which 
greatly interferes with the function not only of 
the injured finger but of the adjoining fingers. 
These fractures must be treated in flexion to avoid 
deformity. I mention this particularly because I 
have found this necessity emphasized in only one 
text. 

Dr. Rand mentions the continued disuse of the 
injured limb as a cause of disability. We find 
bone atrophy with pain in these cases and it is 
difficult to persuade the ignorant laborer that 
active use of the limb will relieve the pain. In 
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leg and ankle cases we advise using Boéhler’s cast 
with iron heel. 

The general principles stressed by Dr. Rand 
should be more widely emphasized and put into 
practice than they are today. 

Dr. Guy A. Caldwell (Shreveport): Surgeons 
should be more familiar than they seem to be 
with the use of the caliper brace. This brace per- 
mits the leg to be dependent and so increases the 
circulation, while at the same time it takes the 
weight off the site of fracture in standing and 
walking. Without some type of fixation and sup- 
port during convalescence when the callus is still 
soft, bowing is likely to occur, and this is partic- 
ularly true when the fracture is transverse and 
in the mid-portion of the shaft of the femur. 

Fractures in the transverse portion of the shaft 
of the humerus put up in plaster must be carefully 
watched. The muscles of the arm atrophy, the 
sling does not give enough support, and there is 
sometimes an actual separation of the fragments 
with complete non-union. The shoulder joint is 
notoriously difficult to immobilize and some other 
plan must be devised. In such cases I find it best 
to carry the weight of the cast and arm by an 
elastic webbing 2 or 8 inches wide which is buckled 
around the body and across the shoulder. This 
arrangement of the webbing forces the fragments 
together perfectly and is simply enough for any- 
body to use. 





THE LOUISIANA CRIMINAL CODE 
RELATIVE TO THE FUNC- 
TIONING OF THE STATE 
LUNACY COMMISSION.* 
WILLIS P. BUTLER, M. D. 
SHREVEPORT, LA. 


In Louisiana the handling of our medico- 
legal cases of insanity and the operation of 
our Lunacy Commission under the criminal 
code, is giving both the legal and medical 
professions much concern. As at present 
operated, it is little less than a travesty on 
justice and common sense. I have observed 
cases in court, both before and after the 
adoption of the code, and I feel that we are 
far from a proper solution of the matter. 
In some respects, California has come 
nearer to a proper solution than any state 
of which I have knowledge. 

The defense of insanity in criminal cases 
has presented, for generations, one of the 
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most difficult problems in the administra- 
tion of law. We have the unfortunate spec- 
tacle of expert witness arrayed against ex- 
pert witness, with the resultant loss of faith 
in them, and respect for them, by the pub- 
lic. Often times these experts devise fine 
spun theories upon which to base their con- 
clusions. This conflicting, highly technical 
speculative and often biased testimony is 
offered to a lay jury to determine the de- 
fense’s mental condition. Such a jury has 
no special experience or training in such 
matters, and a clever lawyer with the aid 
of designing experts will bring about such 
confusion and doubt in the mind of a jury 
that in all probability a wrong verdict will 
be reached. 

Louisiana sought, but apparently in vain, 
to remedy this condition somewhat when 
she adopted the new criminal code of 1928, 
and established the Lunacy Commission. 
This law says in part: “Whenever insanity 
shall be relied upon either as a defense or as 
a reason for defendant’s not being pre- 
sently tried, such insanity shall be set up 
as a separate and special plea and shall be 
filed, tried, and disposed of prior to any 
trial of the plea of not guilty, and no evi- 
dence of insanity shall be admissible upon 
the trial of the plea of not guilty. 

“Whenever any plea of insanity shall 
have been filed, the presiding judge shall 
at once notify in writing the Coroner of the 
Parish, the Superintendent of the Hospital 
for the Insane at Pineville, and the Superin- 
tendent of the Hospital for the Insane at 
Jackson. The said Coroner and the said 
Superintendents shall together form a Com- 
mission of Lunacy to inquire into the sanity 
of the accused; provided that each of said 
Superintendents may designate and require 
to act in his place on said Commission any 
competent physician. 

“The Commissioners, as soon as practic- 
able after said notification, shall meet at 
the parish seat, and proceed with investiga- 
tion into the sanity of the accused, and, for 
that purpose, shall have the right of free 
access to him at all reasonable times and 
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shall have full power and authority to sum- 
mon witnesses and to enforce their attend- 
ance. 

“The findings of the Commission or of a 
majority of its members shall, upon being 
filed in court, constitute the report of the 
Commission of Lunacy. If said report be 
that the accused is presently insane, or was 
insane at the time of the commission of the 
crime, he shall forthwith be committed to 
the criminal ward of a hospital for the in- 
sane, there to remain until discharged in 
due course of law. But if the report be that 
the accused is presently sane and was sane 
at the time of the commission of the crime, 
the trial of the plea of insanity shall be pro- 
ceeded with as provided in this chapter. 

“Every plea of insanity shall be triable 
by the judge without a jury, or by a jury of 
five, or by a jury of twelve, according as 
the charge in the indictment is triable, and 
the same number of jurors concurring shall 
be necessary to a verdict on the charge in 
the indictment. 

“If upon the trial of the plea of present 
insanity the judge or the jury, as the case 
may be, shall find that the defendant is pres- 
ently insane, he shall be committed to the 
criminal ward of a hospital for the insane, 
there to await trial until such time as his 
reason shall have been restored; provided 
that the district attorney having charge of 
the prosecution, whenever he believes the 
defendant no longer insane, may have the 
_ question of insanity again determined in the 
same manner in which it was originally de- 
termined. 

“If upon the trial of the plea of insanity 
as a defense, the judge or the jury, as the 
case may be, shall find that the defendant 
was insane at the time of the commission 
of the crime, he shall be committed to the 
criminal ward of a hospital for the insane, 
there to remain until discharged in due 
course of law; provided that no person com- 
mitted under the provisions of this article 
shall be released otherwise than as pointed 
out in the next succeeding article. When- 
ever it shall be alleged that any person com- 
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mitted to a hospital because insane at the 
time of commission of the crime, has re- 
gained his reason, rule to show cause why 
such a person should not be released shall 
be taken upon and tried contradictorily 
with the district attorney of the parish from 
which such person shall have been com- 
mitted, which rule shall be tried by the 
Judge, or by a jury of five, or by a jury of 
twelve, according as the charge in the in- 
dictment is triable, and the same number 
of jurors shall be necessary to the finding of 


‘Sanity as would be necessary to a verdict 


on the charge of indictment. 

“No ruling of the court made on the trial 
of any plea of insanity shall, before sent- 
ence, be reviewable by any other court, 
either under its appellate or supervisory 
powers.” 

I would call attention especially that there 

seems to be no provision for paying the ex- 
penses of the Commission, or the expenses 
of those selected by the Commission to 
serve in their places. 
* To show how this law works at times I 
might recall a case in Caddo. This man was 
accused of a crime and was placed in the 
parish jail. When his case was ready to be 
called for trial his attorneys filed a plea for 
an examination by the Lunacy Commission. 
Superintendents of the two institutions and 
the Coroner met in Shreveport and thor- 
oughly examined the man, going into the 
case in every scientific way, having the ad- 
vantage of laboratory analyses, physical ex- 
aminations, neurological tests and every- 
thing that would go to make up a proper 
diagnosis. The Commission decided that 
the man was sane, and so reported to the 
court. When the case reached the court the 
question of insanity was then tried before a 
lay jury, and in a short time this jury of 
laymen decided that the man was insane, 
thereby overriding the opinion of the three 
medical men who had thoroughly studied 
the case, and he was committed to the 
criminal building at Jackson. Since being 
in the criminal insane department, efforts 
are being made to have him released. - 
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This law acts to slow up justice. The de- 
fense lawyer can wait until the last minute 
when the case is called, a jury summoned, 
all witnesses present and then make ap- 
plication at this late minute to the court for 
an examination by the Lunacy Commission, 
which the court has to recognize, thereby 
postponing the case indefinitely until this 
procedure can be complied with, causing an 
added expense to the state and much loss of 
time to the jury, witnesses, and all others 
concerned. A case of this character hap- 
pened in Caddo a few months ago. 

A charge of insanity may come before 
one jury and another jury later may hear 
the case on matters of fact. There should 
be an endeavor to separate the issue of 
guity from the issue of insanity. Investiga- 
tions made by experts should be unbiased, 
and should be the guide to proper treat- 
ment, as well as possible punishment. It 
would seem best to try the case on its 
merits, then if advisable or desirable, study 
the mental phases of the case scientifically 
as a means of instituting proper treatment 
if the person is found insane. 

If a law can be passed by legislature that 
will stand the test of the court as to its Con- 
stitutionality, it seems that a Constitutional 
amendment permitting the determination of 
the defendant’s insanity by a board of im- 
partial experts should be passed and the 
case disposed of according to their opinion. 
We should not countenance the determining 
of the defendant’s mental condition by a lay 
jury. Under such a method, it is reason- 
able to believe that criminal insanity would 
be unrecognized by such a lay jury under 
the guidance and spell of an astute lawyer, 
the prisoner will be loosed upon a com- 
munity; while a sane person, though per- 
haps somewhat abnormal or sub-normal, 
may be adjudged insane an be sent to an 

asylum by a lay jury. There may be those 
who are criminal, but who prefer going to 
a hospital for mental diseases rather than 
te a penitentiary, and will thereby play up 
to, or stage a demonstration before, a lay 
jury and accomplish their purpose. 


Quoting from a recent editorial: . 

“Undoubtedly, there are criminal cases in 
which insanity may properly be pleaded. 
And to bar that defense altogether would be 
to work a manifest injustice. 

“But the insanity plea should be made 
less easy of access to all classes of criminals. 
There is a growing conviction among some 
students of the problem that the power to 
pass upon the mental condition of an ac- 
cused should be taken out of the hands of 
juries and placed exclusively in those of 
alienists, who would be afforded every op- 
portunity for study and investigation, both 
before and after the trial. The present 
system calls for examinations by alienists, 
but juries must pass upon the fact of in- 
sanity. Any juries know very little about 
it. As one editor puts it, ‘there is nothing 
in American jurisprudence that has less 
basis in reason than permitting trial juries 
to pass upon the sanity of killers.’ 

“Insanity pleas call for technical con- 
sideration and are quite beyond the general 
knowledge of the average juror. They are 
pleas based on fact and should not be sub- 
mitted to uninformed judges who are 
quided either by sentiment or the lack 
of it.” 

This is a problem in which the medical 
profession of Louisiana should be vitally 


interested and should help to solve. 
DISCUSSION. 

Dr. C. S. Holbrook (New Orleans): This is a 
question that needs a great deal of attention by 
both the legal and medical fraternities. The sit- 
uation at present is certainly not satisfactory. 
There are several reasons for this. 

First, I would like to consider the lawyer’s point 
of view of crime, and the physician’s. The legal 
aspect of crime is often taken in the abstract 
and in the books are written down certain pun- 
ishments for certain crimes irrespective of the 
type individual who commits the crime. 

We, as physicians, always individualize our 
cases and there is no more reason to believe that 
a man must be either entirely responsible or en- 
tirely not responsible than there is to think that 
one is entirely well or one is dying. It is difficult 
to determine just when an individual is sick. I 
am speaking of general illness. When is an indi- 
vidual sick? Is he sick two or three days before 
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he develops all signs of a common cold, or is he 
sick when he has a temperature of 99°, or after 
he has had a chill and fever and a temperature 
“of 103°? There is a gradual gradation between 
an individual being perfectly well and an individ- 
ual being very ill. There is the same gradation in 
responsibility. 

To hold a man either completely responsible 
or not responsible at all is a concept that is very 
difficult for a doctor to have, for it actually isn’t 
that way. There are all grades of responsibility, 
but the legal profession doesn’t see it and espe- 
cially is that true in our present way of trying 
cases; that is, where there are two trials, the first 
to go into the matter of the responsibility of the 
criminal, and then the trials as to facts con- 
cerned with his guilt or innocence. A Lunacy 
Commission is appointed to determine whether 
he is responsible or not responsible. After that, 
as Dr. Butler points out, occurs the trial as to 
facts concerned with his guilt or innocence. 

But it is very hard to say just what constitutes 
responsibility. This week I saw a patient in our 
own Parish prison here who on most of the tests 
for knowing right from wrong, and that sort of 
thing, we would consider responsible, but this 
individual had a mental age of eight or nine years. 
He didn’t have any more intelligence than a child 
of eight or nine years. That person is certainly 
not fully responsible although he does know right 
from wrong and probably, to a certain extent, is 
responsible for his acts. 

To hold such information from the jury that 
is trying this patient on facts, I believe is incor- 
rect because he certainly should have different 
treatment than someone we considered fully re- 
sponsible. We thought this man was not insane 
yet not fully responsible for his acts and gave 
this information to the judge for his guidance. 

The Lunacy Commission as it exists today is, 
I believe, a very fair commission because it is 
composed of men with extensive experience, but 
I can see where grave difficulties might arise with 
a different personnel. Suppose the present super- 
intendents should be replaced by men who have 
had no experience in mental and nervous diseases 
and they would be called upon to pass on the re- 
sponsibility of an individual. That would not be 
a commission of experts like it is at the present 
time and might lead to serious error. 

One of the things we need very much in our 
present legal machinery is an indeterminate sen- 
tence. These constitutional psychopathic patients 
of an inferior group like Dr. Roeling talked about 
today have certain mental handicaps and they are 
going to maintain them. If they go to a peni- 
tentiary for a few times, each time they get out 
they are worse. One of the things we believe 
is that these individuals should be sentenced with 
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an indeterminate sentence, like they are doing 
in a few of the states. Then they are allowed to 
leave only when there is some reason to believe 
that they will conduct themselves in a more 
acceptable way. 

Our present chairman, Dr. Pierson, has had a 
great deal of experience in the writing of these 
Jaws and in the working of the law, and I would 
like to ask if he will not deviate a little from 
the rule and discuss this particular question. 

Dr. D. L. Kerlin (Shreveport): I wish to thank 
Dr. Butler for bringing this subject before this 
body. I think it would be a very good idea if this 
subject was brought before the state meeting 
every year until we get some definite action on 
this problem. 

It is a fact that the question of insanity trials 
has been a hotbed of discussion for generations, 
and in this modern date when the plan of treat- 
ment and the practice of neurology and psychiatry 
is on such a high plane, the fact that we have 
not improved very much in our insanity trials is 
a very discouraging condition. 

Just recently, to give you an idea of how a 
lawyer feels about the insanity commission, I was 
asked by a lawyer in Shreveport to go into the 
question of the sanity or insanity of a patient. 
I asked him, ‘“‘Have you requested an examination 
by the Lunacy Commission?” 

He said, “No.” 

I said, “Well, why haven’t you requested an 
examination by the Lunacy Commission and gone 
through the usual procedure?” 

He said, “Well, the Lunacy Commission repre- 
sents the state, I want you to represent my side 
of the question.” 

I said, “I have taken the stand in the last two 
or three years that I would not serve on a ques- 
tion of the sanity or insanity of a patient unless 
I was appointed by the court on the State Lunacy 
Commission, because the question of an expert 
testifying on one side and one on the other side 
became so disgusting after two or three experi- 
ences that I ceased, and I do not intend attempting 
it again.” I feel sure this has been the experience 
of many of the other men who have been called 
upon to testify in these cases. 

What is the solution of the problem? To my 
way of thinking, the only solution to this problem 
is proper legislation to take the question of the 
sanity or insanity of a patient entirely out of 
the hands of a jury. In other words, we as med- 
ical men would not tolerate having them pass 
on a man’s physical condition; for instance, if 
he had heart disease or some other physical illness, 
we would not select a jury of, say, twelve men and 
have them pass on that man’s condition. 

I cannot see the logic or the sense of having 
twelve men on a jury pass upon a man’s mental 
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condition because it is an illness the same as a 
physical condition is an illness. 

It is my opinion, unless we take some definite 
action and have this question taken entirely out 
of the hands of a jury and placed in the hands 
of a commission, appointed by the proper authori- 
ties, we shall make very little progress in solving 
the problem. The commission would go into the 
case exhaustively studying it for several days if 
need be, then render a report, and that report 
should stand, thus disposing of the case definitely. 
As it is now, if the Commission renders a report 
and the patient is insane he is committed to an 
institution for the criminally insane. If he is 
declared sane the case goes to trial before a 
jury. This does not seem right. To my way of 
thinking, whether or not the Commission declares 
a man sane or insane, should end the matter so 
far as his sanity is concerned. 

Dr. Glenn J. Smith (Jackson): I believe the 
time is rapidly passing, and ordinarily I would 
not have anything to say. 

I have listened to Dr. Butler’s paper with a 
great deal of interest and concern, and since I 
am a victim of the hardships of this criminal 
code, this very unsatisfactory, misinterpreted, 
misunderstood statue, is one reason I wish to say 
something at this time. 

The superintendents of the state hospitals for 
the insane are ex-officio members of the State 
Lunacy Commission. There is no law which pro- 
vides expenses incurred while attending these 
meetings. It requires too much time from the in- 
stitutions which need close supervision. 

I am sorry to note that many of the lawyers 
of the state usually have the examination at the 
convenience of lay people in bringing their clients 
te trial. That is perhaps a fair legal trick, but 
it is quite a hardship to this Commission. Besides 
making a mockery of the purposes of the statutes. 
If the opinion of the three alienists is that the 
criminal is sane, then a bob-tailed jury of five 
lawyers may say he is insane. I say this with 
some authority because I know our own legisla- 
ture is in a frame of mind to make some changes. 
It doesn’t take a lawyer to see the injustice of 
it as it stands, but to formulate an act that is 
justice to all concerned, I believe a committee 
composed of the best legal and medical talent of 
our state should be assembled and, not hurriedly, 
write a criminal code with some sense to it and 
offer it to our legislators for adoption. I am of 
the opinion that most any document gotten up 
wil be better than the one we are working under 
at the present time. 

I might say that a number of those interested, 
Dr. Pierson, Chairman of this section, was one 
of them, got together at the last meeting of the 
legislature and framed an act for adoption and 
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it did pass the House, but it got tied up in the 
famous filibuster that ended in the Senate and it 
never went through. 

There was a brief submitted and argued before 
the Supreme Court last Friday attacking the con- 
stitutionality of the whole criminal code on the 
ground that it does not permit evidence upon 
insanity while trying the case upon its merits. 
Of course, we don’t know what the courts will 
do but I don’t think they will uphold this argu- 
ment even though they know our criminal code 
is not the best, because it would go back the last 
two or three years and make it necessary to dig 
up all these cases who have been cleared and 
perhaps bring them to trial. They couldn’t plead 
second jeopardy because they had never gone 
to the courts. Some of them have never gone any 
further than the Lunacy Commission. If this 
criminal code was declared unconstitutional of 
course it would bring all those fellows before 
the court again. I rather think the Supreme 
Court—this is only my opinion of course—would 
think it would be best for us to go on and make 
another law in the legislature which soon meets 
rather than reverse the last one and go over all 
this again. 

We have had about seventy-five cases a year 
that nobody got any remuneration for. They 
failed to make any provision for expenses and the 
superintendents of these institutions have to serve 
with not even the expenses they incur being pro-' 
vided for. All of this opinion on these numerous 
criminal cases cost the state or the individual 
nothing. That is not fair to the other alienists 
over the state because it is in addition to the 
duties they already have and they are busy at 
their places of business. Another thing, it could 
be spread out some. 

As an instance, in the Parish of Orleans, the 
two Superintendents of the State Hospitals and 
the coroner, have to pass upon all who plead 
insanity. The economic status of that is unfair. 
The personnel is unfair, and then we think the 
criminal code itself is wrong. 

Dr. E. McC. Connely (New Orleans): I think 
we all agree (it seems to be unanimous) that the 
present law is not only unsatisfactory but entirely 
inadequate to the situation. 

I was interested to hear Dr. Butler’s criticism 
in regard to the disagreement of medical experts 
in criminal cases. It is always rather amusing 
to me to hear lay criticism in regard to doctors. 
I don’t know of any other type of cases in which 
doctors don’t sometimes disagree, and I don’t 
know of any other profession in which, sometimes, 
the members don’t disagree. Certainly lawyers 
disagree. 

As Dr. Holbrook pointed out, unfortunately 
it is a mighty hard matter to measure the exact 
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degree of illness, not only of mental diseases but 
of other diseases as well, so it would be rather 
peculiar if medical experts always agreed on a 
case, mental or otherwise, in fact it would be 
much stranger than the present situation and 
more open to criticism. 

In regard to the law, it seems to me it is more 
or less a matter of trying to get something for 
nothing. It required men employed in other capa- 
cities to do the work without extra compensation 
or even expenses and leave their qualification for 
it to chance. It is merely a matter of luck if we 
have experts, as Dr. Holbrook spoke of, on this 
Commission. It is luck if the man who happens 
to be elected coroner knows anything about men- 
tal diseases for he is not required to. It is luck 
if the man who happens to be in charge of the 
state hospital knows anything about mental dis- 
eases, because, the law doesn’t provide that he 
should. So, as a matter of fact, considering the 
circumstances, I think we get along fairly well 
because we have been lucky so far in the person- 
nel of our Commissions. But we all agree that 
something ought to be done. 

Some of the states have solved the problem by 
requiring all men accused of major crimes to be 
examined as to their mental condition before they 
are tried. This examination is done by a state 
commission appointed for that purpose and paid. 
The law requires that this commission be com- 
posed of trained men, and this seems to me the 
only feasible and practical way of handling the 
situation. Examine the man before his trial comes 
up. Let experts, absolutely non-partisan experts, 
pass on his mental condition and when they get 
through let it go at that. 

Dr. Isham Kimbell (Alexandria): In listening 
to this discussion it is very apparent that you 
have a very unfortunate situation. It is also 
very apparent that there is much need for edu- 
cation along the lines of the proper handling of 
nervous and mental disorders. 

I am afraid there is too much of the idea of 
the capture and control of the mental case. He 
is sick, just as much so as any of your other 
patients. Education of the public and a closer 
alignment of psychiatry with general medicine 
is one of the best solutions I know. 

We have the moron. We have the constitu- 
tional psychopath. We have the constitutionally 
inferior individual. We have those who have never 
had a normal intelligence, those who are deficient 
in their intellectual, their moral and their emo- 
tional spheres. We have the constitutional psy- 
chophathic personality, the man who is deficient 
not so much in his intellectual sphere as he is 
in his moral and emotional spheres. Then we 
have the frank psychotics, the schizophrenics, 
the manic depressives and the organic psychoses, 
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and we are going to continue to have these cases. 
We are going to have to deal with them humanely 
and legally until psychiatry and mental hygiene, 
functioning as a part of the public health pro- 
gram, do something to reduce the number. 

Dr. Clarence Pierson (Pineville): I feel, gen- 
tlemen, it would possibly be appropriate if I say 
something on this subject myself having had a 
good deal of experience in this particular line. 

This subject is not one alone that is agitating 
the minds of Louisiana but is one being discussed 
throughout the confines of the United States, and 
I might say of Europe and of the entire civilized 
world. What atmosphere should handle the truant, 
as Dr. Kimbell has so properly said a minute ago? 

The great trouble with our situation today is, 
due to the fact, as said by Dr. Kerlin and so 
wonderfully brought out a few years ago in the 
celebrated Thaw case, is whether a man is insane 
or not; not so much that, but whether or not you 
can get a mental specialist and pay him to say 
he is insane. That was the problem at that time. 

Dr. Kerlin has said that he has ceased to take 
cases unless he can give his unbiased, fair, square 
medical opinion on the case. If every man in 
Louisiana who practices medicine did the same 
thing today there would be no difficulty. 

I grant, however, that we all differ in our opin- 
ions, as Dr. Connely said. Dr. Holbrook just 
covered that point beautifully by the degrees 
of illness. 

It is like the old darkey who was charged with 
stealing a hog. It was during the reconstruction 
days. They had a splendid jury. The defense 
came up and offered its testimony, after the pros- 
ecution made a wonderful case, showing every 
detail. It was a case of circumstantial evidence 
and the jury brought in a verdict of not guilty. 

They said to Mose, “‘That is a remarkable jury. 
They heard the testimony that you had your 
friends give, and you admitted on the stand that 
you stole the hog. What is the explanation of 
that jury’s verdict?” 

He said, “Friends, dey all got a piece of de 
hog.” 

That is the trouble with our trial of cases today. 
They all got a piece of the hog. I have had some 
experience along that line. I have been in this 
work for twenty-seven years. I can say without 
hesitation that I never permitted myself to give 
one piece of testimony, whether from my con- 
science, my judgment, or my medical knowledge, 
that I didn’t believe was right. In consequence 
of that I have never received any fees. I have 
served on hundreds and hundreds of cases and 
have done the best I could. I have gotten all the 
facts and weighed every feature and phase of the 
case. I said whether the patint was, or was not, 
insane, according to my judgment, not only insane, 
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but responsible for the act, not alone at the time 
of the commitment of the act, but at the present 
time also. 

This Louisiana law has been a farce, not due 
however, to the medical profession since it was an 
effort to arrive at some fixed basic principle upon 
which society would be better protected. Before 
the law was in vogue, the gentlemen composing 
the Lunacy Commissions, when they were ap- 
pointed by the courts selecting them, happened 
to be the heads of the state institutions, effected 
compromises with the prosecution and the defense 
lawyers by which the accused would go to the 
criminal department of the insane of the state 
of Louisiana, which happened to be at Jackson. 
That departure was established there years ago 
with the same effort and desire to improve old 
conditions, to improve our social fabric along 
those lines and to give justice to everybody. These 
cases were sent there by common consent, not by 
law, before this law was passed. 

These cases were kept under very splendid 
observation for thirty or forty days in the crim- 
inal department, enjoying the benefit of an honest 
staff, many of whom were capable but some possi- 
bly not as capable as others. The very best lab- 
oratory facilities were enjoyed. Every possible 
bit of testimony was procured. The family fur- 
nished all its evidence. It was an unbiased, un- 
partisan body, and after the termination of these 
or forty days the report was handed in to this 
judge, he himself having agreed to this compro- 
mise, and the case was presented there. 

We did not take away from that man his con- 
stitutional rights. That is the great question in 
the United States. We are talking about our 
present law. You can’t avoid two trials. That is 
a cardinal principle of our American form of 
government. Every man is entitled to a just 
trial, fair and square dealings, and his case shall 
be determined by a set of compeers of his fellow 
citizens. 

In the effort to make this law several went be- 
fore the legislation, and designated the heads of 
the three state institutions. I grant that they 
may be politicians, but they can’t always be poli- 
ticians. The medical profession ought to elevate 
these positions. This is all educational, as Dr. 
Kimbell says, but there should be a requirement 
that the head of the institution shall have certain 
qualifications before he can enjoy the privileges 
of the headship of that institution. 

Granting those men are honest and capable, 
naturally they should be the men, but not only 
those medical men ought to pass upon a man, 
but you also have the benefit of the strongest 
aggregation of professional people of this state. 
Those men are not selected because of any cer- 
tain influence or because of any certain power, 
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or because of any pull, or because of voting for 
this, that, or the other man. I can say that in my 
twenty-five years’ experience I have never had 
an official yet say “Put this.man on the payroll.” 
I can say it truthfully. 

As Dr. Connely says, the other states have 
gone to the basic principle of the subject, to the 
foundation, to the root of it. What is it? To 
give a man his constitutional right. The state 
of Massachusetts has done that. I am familiar 
with this law. They have a state Lunacy Commis- 
sion paid by the state. You have to begin at the 
bottom and come up. I would rather, if possible, 
have a Lunacy Commission domiciled in the city 
of New Orleans, made up of a different personad 
but you can’t always get a law as you want it. 
We didn’t at first get a criminal department at 
Jackson as we wanted it. 

We didn’t at first spend $300,000; we only spent 
$40,000. We had a Criminal law before we had 
a place. We got the law, and I had to get the 
Attorney-General to give me his opinion not to 
take the criminals until sufficient money was 
provided. The legislators in trying to carry out 
these ideas, the legal men in the profession, hon- 
est men, men who have had broad experience, 
four being ex-district attorneys in the body, said, 
“Gentlemen, you don’t go far enough in your 
recommendations. Make the Lunacy Commis- 
sion’s report final.” I knew then they were get- 
ting into deep water. I knew they were making 
a mistake. I knew the Supreme Court would pass 
up the new law, and the Supreme Court declared 
it unconstitutional, and in consequence the pres- 
ent law is a makeshift as the result of this un- 
constitutionality. 

In lieu of a state Lunacy Commission, which 
I heartily favor, if we are to have that law as 
originally intended, we must send the insane crim- 
inals to the institutions with the best facilities, 
the best staffs, the most qualified men, and keep 
them under observation. Too often the plea of 
insanity has been made by shyster lawyers of bus 
chasers, and by those in that kind of business. 
They laugh at us and tell us that we only did 
that for a play of time until we got our fees fixed. 
Some attorneys with clients living in other states 
haven’t their fees fixed yet. 

A man or woman committing a grave crime 
should, as Dr. Connely has said, be examined 
immediately after the crime before they get a 
chance to do their slick, fine work on the outside 
with the witnesses. When you get fair and 
square intelligent information, questions and an- 
swers from the family, as we are frequently able 
to get, you make that report unbiased immediate- 
ly after the commitment of a grave crime and 
you seal it away, and the man later has his right 
as a constitutional privilege to be tried by jury. 
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DIPHTHERIA IMMUNIZATION. 

It hardly seems necessary to comment 
editorially upon the importance of the first 
three papers in this issue. It should be 
obvious to the thinking practitioner that the 
profession as a whole should be sufficiently 
well acquainted with the splendid results 
that have been achieved throughout the 
United States in immunizing children 
against diphtheria. In cities where active 
campaigns have been carried out to take this 
particular prophylactic measure the results 
have been almost phenomenal. Such a cam- 
paign has been started in New Orleans; a 
campaign which was inaugurated at the 





Willie H. Watson, M. D. 


meeting of the Orleans Parish Medical 
Society under most auspicious circum- 
stances, and a campaign that will be con- 
tinued not as campaigns usually are for only 
a short period but continuously throughout 
the year. 

The physicians of New Orleans have been 
made acquainted with the importance and 
the practicability of preventing diphtheria 
among children. The City Board of Health 
is prepared to immunize all children of 
school age, but the real important immuni- 
zation of the small child of pre-school age 
can only be carried out by the practitioner 
of his community. 

This campaign has been started in New 
Orleans. Is it not the wise and sensible 
thing to carry it out throughout the State 
as well as in the City? The time can not be 
far distant when the occurrence of diph- 
theria in a child will cast a serious reflec- 
tion upon the physician whose family from 
which this child came are his patients. Prac- 
tically every important pediatrician in New 
Orleans at the recent rheeting of the local 
Society attested to the value of the use of 
toxoid or toxin anti-toxin in the prevention 
of diphtheria. Those who are not pediatri- 
cians certainly can accept the word of those 
men that are handling in the homes, in the 
hospitals, and the clinics large numbers of 
children patients, that toxoid will prevent 
diphtheria in a great majority of instances. 





THE COMING MEETING OF 
THE AMERICAN MEDICAL 
ASSOCIATION. 

It will only be a period of five or six weeks 
from the time of appearance of this editorial 
until the meeting of the American Medical 
Association which will be held in New 
Orleans the second week in May. It seems 
particularly fitting, therefore, that the 
Journal again should call attention to the 
practitioners of Louisiana and Mississippi 
to the necessity of so arranging their pro- 
fessional affairs that it will be possible for 
them to attend this, the greatest of all medi- 
cal meetings. As far as we can see it would 
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only be under the most exceptional circum- 
stances that the doctors in the vicinity of 
New Orleans should be prevented from 
attending the annual convocation of the 
American Medical Association. In New 
Orleans will be congregated many thousands 
of physicians from all over the country. The 
leaders in medicine will be here in large 
number. Papers and scientific exhibits, 
clinics and demonstrations will be given in 
such concentrated form that literally a man 
can almost obtain a year’s education in a 
week. In addition to the scientific features 
of the meeting it must not be forogotten that 
certain social events also will add pleasure 
to the program. 

We invite those who read this editorial to 
take to their homes this particular number 
of the Journal. In the Louisiana Section 
will be found the program that has been 
arranged for the entertainment and for the 
enjoyment of visiting ladies. If this pro- 
gram is presented to the wife of a physician 
hesitating about coming himself to the City 
and doubtful about the advisability of bring- 
ing along his help-mate and co-worker, we 
are confident that when she reads all that 
is going to be done for her entertainment by 
the Woman’s Auxiliary to the Orleans 
Parish Medical Society that additional pres- 
sure will be brought upon the hesitant mem- 
ber to come to the meeting. 





JAMES BIRNEY GUTHRIE. 

The medical profession in the City of New 
Orleans was greatly shocked to hear of the 
death of James Birney Guthrie. Appar- 
ently in full vigor of activity and health, Dr. 
Guthrie was taken ill and died after a very 
short illness on the eighth of March. 

Guthrie was one of the best known prac- 
titioners of medicine in the City of New 
Orleans and the State of Louisiana. Gradu- 
ating from the Tulane University Medical 
School in 1900, he soon made himself felt 
in medical circles in the City. A man of 
really tremendous energy, with a brilliant 
mind, facile and always alert, he rapidly 
became one of the young medical practition- 


ers of note. Because of his brilliancy of 
thought and his forcible way of expressing 
his opinions and ideas he became one of the 
best known of the junior group of teach- 
ers in the Tulane Medical School. His 
progress in the school was rapid and ulti- 
mately he became Professor of Clinical 
Medicine, holding this position for some 
years and only leaving when he was called 
to the Chair of Medicine in the new Louisi- 
ana State University Medical Center. In 
the new school Guthrie had but brief oppor- 
tunity of making his influence felt upon the 
student group and of incorporating his ped- 
agogic ideas. A splendid beginning was 
made, however, and undoubtedly his influ- 
ence, in spite of the few months that he was 
connected with the school, will survive. 

Guthrie held many positions in organized 
medicine. In 1928 he became President of 
the Orleans Parish Medical Society, where 
his vigorous personality and his command- 
ing presence made him an exceptional pre- 
siding officer. At the time of his death in 
addition to his position at the head of the 
Department of Medicine in the Louisiana 
State School, he was also on the Staff of the 
Charity Hospital, of the Touro Infirmary, 
of Hotel Dieu, and was a Fellow of the 
American College of Physicians. 

Besides the various positions that Guthrie 
held in the medical world, after a brilliant 
and distinguished service in the World War 
in France he became most active in the 
Medical Officers’ Reserve Corps, holding the 
high rank of Colonel in this organization 
when he died. He was also a contributor 
to medical literature, and had made many 
studies of clinical interest and importance, 
which were reported in this and other medi- 
cal journals. 

The ways of fate are hard to comprehend. 
Here was a man seemingly at the acme of 
physical vigor; tireless and never worn by 
fatigue; a man who apparently had many 
years of fruitful life before him; a man who 
had just obtained a new position of dignity 
and honor, and yet out of a clear sky was 
abruptly cut down by the grim reaper. 
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CHARITY HOSPITAL MEDICAL STAFF 
MEETING. 

The regular meeting of the Charity Hospital 
Medical Section was held February 16, 1932, with 
Dr. Walter Durel in the chair. Under interesting 
cases, Dr. Durel first reported a death, probably 
due to air embolism, following artificial pneumo- 
thorax. This was the first such death in his ex- 
perience in the past fifteen years. There was no 
autopsy of the case. Dr. Durel spoke of the poten- 
tial danger of the procedure and emphasized the 
fact that this unusual complication of air embolism 
stressed the point that one should be very care- 
ful and properly trained in using the procedure 
of pneumothorax. 

Dr. N. Thiberge presented a group of allergic 
patients, demonstrating the procedure of passive 
susceptibility. The procedure was used in deter- 
mining a young man’s susceptibility to allergic 
substances by transferring his susceptibility to 
his mother. Serum of the patient was used to 
prepare localized areas of the mother’s skin, 
which were then tested. The son’s skin could 
not be tested, because of a widespread eczema. 
Dr. Thiberge then showed four cases who had 
been receiving histamine hydrochloride, 1-1000 so- 
lution, in the treatment of asthma. He has treat- 
ed fifty such cases and reports thirty-five of these 
improved. He has given over 500 injections. The 
usual dose is from 1/10 to 5/10 c. c. of a 1-1000 
solution of histamine hydrochloride. He stated 
that he hoped to be able to further report on the 
results of the use of this drug in the treatment 
of asthma and hay fever. 

Dr. J. G. Stulb presented a case of cerebrospinal 
meningitis in a colored male infant one and one- 
half years of age. This case had received 185 
c.c. of serum in the course of treatment, and was 
presented to the meeting cured with no residual 
except loss of hearing. Dr. Charles Bloom, in 
discussing the presentation, emphasized the im- 
portance of early diagnosis. He also mentioned 
the apparent rarity of epidemic meningitis in pri- 
vate practice. Dr. Musser stated that this case 
presented by Dr. Stulb was the second one with 
a residual of deafness in a total of 70 cases. 

Four cases of secondary syphilis, with skin 
eruptions, were shown by Dr. Stulb. There were 
two negro males, a negro female, and a young 
white female. The young white female was par- 
ticularly interesting in that she showed a typical 
condyloma in the left axilla. 

The next case, a-white male, was presented by 
Dr. Barton. This patient had been admitted to 
the hospital complaining of pain over the pre- 
cordium radiating down to the crest of the ileum 
and up to the apex of the chest. This had begun 
five months previous, rather sudden in onset. Since 


that time the patient had been almost constantly 
in bed. In the previous two months there had 
been a loss of fifteen pounds in weight. There 
was no dyspnea, no loss of appetite, and no uri- 
nary symptoms. There was a hacking cough and 
only recently a slight amount of expectoration. 
The patient was emaciated, and when admitted 
was groaning with pain. Blood pressure had been 
systolic 94, distolic 60, with no cardiac enlarge- 
ment. Pulse rate had ranged between 65 to 70, 
regular in rhythm. The examination of the lungs 
showed dullness of the left lung anteriorly down 
to the fourth rib and posteriorly down to the 
fourth dorsal vertebrae. There was an absence of 
breath sounds over this area. On the right there 
was a definite area of dullness in the second and 
third interspaces*extending to the left of the mid- 
line. Posteriorly, there was an impairment of 
resonance over the right lung also. The Wasser- 
mann reaction was negative and the blood count 
showed a secondary anemia. Roentgenograms, de- 
scribed by Dr. Granger, showed an enlarged aorta, 
and an infiltration or consolidation of the left 
lung, which was interpretated as either being a 
primary malignancy of the lung or a syphilitic 
involvement. Dr. Musser discussed the case and 
suggested the possibility of the case being one of 
tuberculosis. Since the patient was now expec- 
torating, advisability of an examination of the 
sputum was suggested. Dr. Durel agreed with 
the suggested diagnosis of Dr. Musser and rec- 
ommended a tuberculin skin test to help clarify 
the diagnosis. Dr. Chaille Jamison suggested a 
lung puncture be done with a large caliber needle 
in an endeavor to remove a small amount of tissue 
for pathological examination in an attempt to sub- 
stantiate the diagnosis of primary malginancy. 

Several cases with autopsy findings were then 
presented by the secretary. Two cases of typhoid 
fever with intestinal perforation were particularly 
interesting in that they brought up a point. for 
discussion. The question was as to the advisabil- 
ity of surgical intervention on such typhoid in- 
testinal perforations. Several of those present 
argued that usually the patient was so ill and the 
condition usually of such long duration when rec- 
ognized that surgical intervention was always fa- 
tal. Others stated that if promptly recognized, 
when possible, surgical intervention with atten- 
tion to the perforation was the only salvation of 
the patient. 

Willard R. Wirth, M. D. 





SURGICAL STAFF OF CHARITY HOSPITAL. 

The Surgical Staff of Charity Hospital held its 
regular monthly meeting on March 16 at 8:00 
p. m., in the Nurses’ Auditorium. The meeting 
was called to order by Dr. I. M. Gage, chairman. 
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The minutes of the previous meeting were read 
and approved. There was no old or unfinished 
business, nor any committee reports to be heard. 
Under the head of new business the chairman an- 
nounced that Dr. Fred L. Fenno, chairman of the 
Committee on Finances, of the coming meeting 
of the American Medical Association, designated 
Dr. O. C. Cassegrain to receive donations for the 
Entertainment Fund. The chairman discussed 
the question of treatment by radiation with both 
deep roentgen ray therapy and radium of patients 
suffering with all types of malignancies, and felt 
that a committee should be appointed to tabulate 
the results of treatment and report to the staff 
once or twice a year. Dr. C. Jeff Miller suggested 
that a resume be made of the dosage of both roent- 
gen ray and radium in different types of lesions 
as used in the larger clinics about the country. 
Dr. Granger, chief of the Division of Radiology, 
stated that the present apparatus is calibrated in 
international R units, and the treatment is being 
given according to the charts prepared by Mc- 
Kee. Complete records of all cases are kept in 
the department. With regard to the calibration 
of radium, he thought it might be necessary to 
send the present supply to the Bureau of Stand- 
ards before this could be done. It was moved 
and seconded that such a committee be appointed. 
There being no further business, the meeting 
passed to scientific session, and the following cases 
were considered: 

Case 1. Colored female, aged 40 years; ad- 
mitted February 3, operated on February 6, died 
February 12. Diagnosis—placenta praevia with 
vaginal bleeding. Last menses May 25,1931. Due 
March 19, 1932. Two weeks before admission 
suddenly began to bleed. Blood ran down leg and 
formed pool on floor. Passed large clots with 
pains and cramps. Nine previous pregnancies. 
One, 2, 3, 5, 6 and 7 were all normal. Four and 8 
terminated at 4 and 6 months, respectively. On 
February 6 under spinal analgesia was delivered, 
placenta presenting in vagina. Version and ex- 
traction with forceps on after coming head. Ex- 
tensive tear with free hemorrhage was repaired. 
Infusion of 1000 c.c.’s of normal saline and 5 per 
cent glucose was given, followed shortly by 500 
c.c. of blood. Six days after operation she sud- 
denly began bleeding again, was packed and in- 
fused. Two transfusions were given and all usual 
treatment against hemorrhage and shock. Nev- 
ertheless she died that same day. No autopsy 
was permitted. Case discussed by Dr. Stadium 
and Dr. E. L. King. 

Case 2. White female, aged 69 years; admitted 
January 25, operated upon January 30, died 
March 18. Prolapse of uterus. The uterus was 
protruding from vagina and was ulcerated. Vag- 
inal hysterectomy was done under spinal anal- 
gesia. Patient failed to react satisfactorily, re- 
mained drowsy, complained of pain in the abdo- 
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men. She had first retention and later inconti- ° 
nence of urine. No autopsy was permitted. 

Case 3. White female, aged 20 years; admitted 
January 15, operated upon January 15, died Feb- 
ruary 3. Acute appendicitis, syphilis. Pain in 
right lower quadrant for three years. Nausea and 
vomiting for there weeks. No appetite. Very 
tender over McBurney’s point. Urine showed four 
or five pus cells per field with no casts. Leuko- 
cytes 11,600, neutrophils 85 per cent. Blood Was- 
sermann 4 plus. Appendectomy performed. Cys- 
titis and pyelitis developed and patient died 19 
days after operation. No autopsy permitted. Dis- 
cussed by Drs. Moss and Rives. 

Case 4. Colored male, aged 62 years; admitted 
January 29; died February 8. Diagnosis—arterio- 
sclerosis, heart disease, auricular fibrillation, 
right indirect inguinal hernia, contusion of right 
chest—right hydrothorax, chronic nephritis with- 
out edema, polyp of rectum, senile dementia. Was 
brought to the hospital after having been struck 
by a street car. 1200 c.c. of foul whitish fluid 
was aspirated from his chest. Showed staphlococ- 
cus and colon bacillus. Failed to improve and 
died on February 8. Autopsy showed empyema 
of right side with lung collapse and broncho-pneu- 
monia, chronic nephritis and a tumor of the left 
kidney, which was a papillomatous growth of be- 
nign character. Autopsy presented by Dr. Von 
Haam. 

Case 5. White female, aged 46 years; admitted 
January 4, operated upon January 25 and Febru- 
ary 12, died February 13. Complaint of pain of 
back and abdomen. Had cholecystectomy and ap- 
pendectomy under spinal analgesia. Eight days 
after operation temperature rose and radiographs 
showed elevation of the right leaf of the dia- 
phragh, a sub-diaphragmatic infected hematoma. 
Was drained and pus was expirated from the sub- 
hepatic space. Died the following day. No au- 
topsy was permitted. 

Case 6. Colored female, aged 42 years; ad- 
mitted February 10, operated upon February 16, 
died February 24. Complained of swelling of the 
abdomen. Fourteen years ago was operated upon 
for tumor and pus tubes. Six years ago she no- 
ticed tumor in the abdomen the size of an orange, 
not painful. Has very frequent menstruation. 
The entire lower abdomen was filled with masses. 
Hysterectomy was performed. The operation was 
difficult as the fibroid was a mucilaginous growth 
adherent to omentum, transverse and descending 
colon. One large growth impacted in the pelvis 
was adherent to the sigmoid and peritoneum of 
the cul-de-sac. On the twentieth she developed 


a profuse and foul smelling diarrhea with tem- 
perature of 99-104, and died 4 days later. Autopsy 
showed a general peritonitis with gangrene of the 
sigmoid. Discussed by Drs. Tyrone, C. J. Miller, 
Moss, Loria, and Van Haam. The autopsy was 
presented by Dr. Connell. 
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Case 7. Colored female, aged 38 years; ad- 
mitted January 26, operated upon February 9, 
died February 16. Diagnosis—mild hypertention, 
syphilis, uterine fibroids, chronic cervicitis, chron- 
ic pelvic inflammatory disease, vertal hernia, 
acute appendicitis. Under spinal analgesia had 
super vaginal hysterectomy, bi-lateral salpingo- 
oophorectomy, appendectomy, and repair of um- 
bilical hernia. On thirteenth she developed fever, 
with nausea and vomiting, which became worse 
in spite of all the corrective measures until death 
on the sixteenth. No autopsy was performed, but 
cause of death was considered to be paralytic 
ileus. Discussed by Dr. Connell. 

Case 8. White female, aged 69 years; admitted 
February 12, operated upon February 16 and Feb- 
ruary 23, died February 26. Tumor of the right 
breast—duration one year. Now has a small nod- 
ule, freely movable. On the sixteenth under gas 
anesthesia tumor was removed, wound closed 
with rubber tissue drain and the patient made 
rapid recovery. The Pathological Department re- 
ported carcinoma, and on the twenty-third a rad- 
ical excision was done. Patient died three days 
later of pneumonia. This case was discussed by 
Drs. Rives, Loria and Tardo. 

Case 9. Colored female, aged 34 years; ad- 
mitted January 20, operated upon January 28, died 
February 17. Admission diagnosis—gumma of 
the vulva, with secondary infection. Hypotention 
and secondary anemia. Clinically the lesion ap- 
peared to be gumma, but after repeated blood 
Wassermann tests were reported negative a bi- 
autopsy was done, which showed sqamous cell 
carcinoma. The condition was not considered op- 
erable. The patient died on the seventeenth. 

There being no further business the meeting 
adjourned. 

Gilbert C. Anderson, M. D. 





HOTEL DIEU. 

The regular monthly meeting of Hotel Dieu 
Staff was held on February 15, 1932, with forty- 
three members present, with the Vice-President, 
Dr. P. L. Thibaut, in the chair, and the Secretary, 
Dr. J. E. Isaacson at the desk. 

The scientific program comprised: A paper by 
Dr. M. O. Miller on “Carcinoma of the Gastro- 
Intestinal Canal,” in which the statistics, symp- 
tomology and treatment were thoroughly reviewed, 
stress being laid on early operation if possible, 
and the early signs leading to diagnosis. 

Dr. A. L. Levin mentioned several cases of gas- 
tric carcinoma in young individuals from 22 to 
38, giving as main symptoms loss of weight, ane- 
mia and positive occult blood. Carcinoma, he 
said, will sometimes develop on the base of an old 
ulcer and hydrochloric acid will be present—nor- 
mal, slightly above normal, or even high. He de- 
scribed the Willie Meyer acidosis treatment of 
carcinoma, which has been successful in Ger- 
many. 
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Dr. D. N. Silverman stated that it is possible 
for carcinoma to develop upon the site of an ulcer, 
but this has not been proved experimentally nor by 
statistics: He said that normal or hyperacidity 
is associated with carcinoma because the gland 
cells that create hydrochloric acid are not involved 
when the malignant growth is limited to the an- 
trum of the stomach; if that growth extends into 
the fundus, a suppression of hydrochloric acid be- 
gins. 

Dr. J. E. Landry quoted statistics to show that 
many cases labelled inoperable may be saved by 
a little tedious work, and recommended spinal 
anesthetic for this purpose. 

Dr. Maurice Couret corroborated the infrequen- 
cy of cancer of the entire small intestine and sug- 
gested that the cure for general carcinoma may 
be found along the line of imitating metabolic 
processes existing in the gastro-intestinal canal, 
since there is something inhospitable there to can- 
cer growth. 

Dr. Aldea Maher explained the application of 
the Glucose Tolerance Test for Gastro-Intestinal 
Malignancy (Friedenwald and Groove). If car- 
cinoma is present anywhere from the mouth to 
the anus, there will be an elevated blood sugar 
curve—that is, at the end of two hours the blood 
sugar usually does not go back to the normal level. 
This curve is usually higher in carcinoma of stom- 
ach and liver. Only carcinoma gives this curve; 
sarcoma gives no elevation. Of course, other con- 
ditions must be considered, such as diabetes, hy- 
perendocrine disturbances, especially hyperthy- 
roidism, pathological changes in the liver, emo- 
tional disturbances and chronic infections along 
the gastro-intestinal tract. 

During ten years of laboratory experience with 
Friedenwald and Groove curves, every case of sus- 
pected carcinoma of the gastro-intestinal tract co- 
incided with clinical findings except two, one a 
carcinoma of the rectum, and the other an ade- 
noma of the cardiac end of the stomach. 

The second part of the scientific program con- 
sisted of a report of a case of endothelioma of the 
pleura by Dr. I. Tedesco, to demonstrate the value 
of needle puncture in tissue diagnosis. The pa- 
tient, a farmer, aged 62, came in with severe 
headache, pain in the limbs and lower back, se- 
vere coughing, chills and fever, following a cold 
contracted two weeks previously. There was slight 
retraction of ribs in the right axillary space, with 
slight distention at base of right lung posteriorly, 
fremitus much diminished and no respiratory 
sounds at base of right lung. 

Patient was treated for acute pleuritis; the 
fever subsided after nine days and he felt much 
better, but he had a daily rise of temperature be- 
tween 1 and 4 p. m., followed by profuse perspira- 
tion, but no pain. Roentgen ray showed signs of 
pleural effusion. Aspiration was done without 
result. A second roentgen ray showed no change. 
Then the needle puncture was dene, and the min- 
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ute particles examined under the microscope 
showed endothelioma (malignant) of the pleura. 

Dr. Lucien Fortier had seen this patient with 
Dr. Tedesca. He added that patient is now re- 
ceiving deep roentgen ray therapy, but results 
are doubtful. 

Dr. Maurice Couret exhibited microscopic slides 
of the tissue. He explained that the sputum had 
not been examined; expectorated tissue is so ne- 
crosed and mixed with micro-organisms that diag- 
nosis is usually impossible by that means. A 
rather coarse needle is used and only a small 
piece of tissue is required. Of course, needling is 
not necessary or advisable for all kinds of tu- 
mors. Dr. Couret recommended, where possible, 
the removing of the pathological tissue entirely 
and having a rush section made for diagnosis. 
Where malignancy appears definitely established, 
he advised removing the neighboring glands first 
and the tumor afterword. 

This type of carcinoma (of the pleura) is not 
likely to metastasize farther than the neighbor- 
ing lymph nodes; but sooner or later the cells 
break down, cachexia will develop, and death 
follows from the intercurrent conditions usual in 
malignancy. 

Dr. A. L. Levin described a case of sudden high 
temperature with hemoptysis, accompanied by 
collapse of the left lung. Bronchoscopy revealed, 
in the left bronchus, a clot of blood under which 
the mucous membrane was degenerated. The 
pathological report was malignancy of the lung. 
There has since been evidence of metastasis to 
the brain. Dr. Levin inquired if bronchoscopic 
examination would not be as effective as needle 
puncture. 

Dr. S. C. Jamison spoke in defense of needle 
puncture in cases of true tumors of the lung, 
which occur less frequently than bronchogenic tu- 
mors. With the latter, the first sign comes from 
obstruction of the bronchus, and the physical 
signs are connected more with the collapse of the 
lung and the bronchus than with a change in the 
lung substance itself. It is an established fact 
that all tumors of the lung metastasize primarily 
to the brain and death is imminent. 

Dr. Homer Dupuy mentioned the difficulty of 
getting into a small bronchus to diagnose. 

Dr. Tedesco, in closing, stressed the point that 
the patient had not suffered with the right lung 
for forty-three years after the first signs of 
trouble. 

The executive session followed, after which the 
meeting was adjourned. 





VICKSBURG HOSPITAL. 
Staff Meeting, February 11, 1932. 

1. The meeting was called to order at 6:30 
p. m., by the President, Dr. G. P. Sanderson, Drs. 
I. C. Knox, W. G. Weston, W. H. Parsons, E. H. 
Jones and W. E. Akin being present. 
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2. Minutes of the. preceding meeting read and 
adopted without change. " 

3. The medical and surgical reports were dis- 
cussed freely. There were two surgical deaths 
and no infections. 

4. Election of officers: Dr. W. G. Weston was 
elected President; Dr. E. H. Jones, Vice-Presi- 
dent, and Dr. W. E. Akin, re-elected Secretary. 

5. Scientific program was presented as out- 
lined. 

6. Refreshments served and meeting adjourned. 

Staff Meeting, March 10, 1932. 

1. The meeting was called to order by the 
President, Dr. W. G. Weston, at 6:30 p. m., Drs. 
I. C. Knox, W. H. Parsons, G. P. Sanderson, R. E. 
Cutts and W. E. Akin being present. 

2. Minutes of the preceding meeting read and 
adopted without change. 

8. The medical and surgical reports were dis- 
cussed freely. No deaths during the past month 
and no infections. 

4. Dr. R. E. Cutts of the Vicksburg Clinic was 
elected a member of the hospital staff. 

5. Scientific program was presented as out- 
lined. 

6. Reports on current literature by Dr. I. C. 
Knox with free discussion by the staff. 

7. Refreshments served and the meeting ad- 
journed. 

Abstract.—Tularemia.—Dr. I. C. Knox. 

By tularemia we mean an infectious disease 
caused by the Bacterium tularense. McCoy and 
Chopin in 1912, gave the name tularense to this’ 
organism, because of the fact that the ground 
squirrels in Tularemia county, in California, were 
greatly infected with this disease. Bacterium tu- 
larense is a small organism, gram negative, non- 
motile and non-spore bearing. It grows only un- 
der aerobic conditions. Temperature of 56° to 58° 
centigrade will kill the organism, as well as the 
ordinary reliable disenfectants. 

It seems that within the past two years this 
disease has become recognized in every state in 
our country. It is transmitted among wild ani- 
mals, supposedly by blood-sucking insects, such 
as lice, fleas, ticks and flies. High susceptibility 
is noted in man, ground squirrel, rabbit, guinea 
pig, mouse, wood chuck, opossums, goats, quail 
and grouse. if 

There is a slight susceptibility in cats, sheep 
and goats. Horses, cattle, dogs, fox, hogs, pigeons 
and chickens do not seem to be affected. The in- 
itial lesion is a small papule which is followed 
by an ulcer of more or less irregular shape and 
size. Due to the fact that in our neighborhood 
these cases are usually caused by the skinning of 
rabbits naturally the primary lesion is on the 
fingers or hands. These primary lesions are fol- 
lowed by enlargement of the regional lymph 
glands, which are markedly enlarged and very 
tender. Of the four clinical types, the ulcer- 
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glandular type is the most common. The other 
types are the oculo-glandular type, the glandular 
and the typhoid type have been described. There 
has never been proved an instance where the 
spread of infection was from man to man, but 
always from the lower animals to man or by 
the bite of an insect. 

Symptoms in the ulcero-glandular type: Patient 
complains usually within 48 hours after the on- 
set. There is pain usually in the glands adjacent 
to or near the site of infection. There may be 
a longer or shorter period for the pain to appear 
as the incubating period is from one to ten days, 
but the average time is about three days. In 
the severe type the onset may be somewhat sud- 
den, accompanied by headache, vomiting, dizziness, 
chilliness and aching of the body. There may 
be slight fever. Usually about 24 hours later 
the patient will notice a swollen, inflamed papule, 
which will soon break down and leave an ulcer, 
irregular in shape and somewhat red at edges, 
with a punched out appearance, necrotic in center. 
In a great many cases the lymph glands suppur- 
ate and have to be drained. 

Case report: E. E.—Male, 28 years of age, 
* single, occupation railroad employee, has been do- 
ing some work in clothing stores and recently 
farming. Family history: Irrelevant. Past his- 
tory: No serious past illness; one attack of in- 
fluenza. Tonsilitis. No operations. Uses tobac- 
co. Smokes cigarettes. Drinks freely at times. 
Denies venereal infection. G. I.: Negative. Res- 
piration: With exception as noted above, nega- 
tive. Physical examination showed a small stat- 
ured adult white male. Head and neck were neg- 
ative. Oral hygiene was good. No enlargement 
of the cervical glands. No enlargement of the 
thyroid. Chest: Heart normal in outline, con- 
tour and rhythm normal. Lungs: Normal vesicu- 
lar breathing throughout; lungs expanded equal- 
ly and normally. Left axillia showed an enlarged 
gland that was red} swollen and tender to pres- 
sure. Left epitrochlears were slightly enlarged; 
tender to pressure. Tenderness along the lymph- 
atics leading from the epitrochlears up toward the 
axillary glands and some soreness below the elbow. 
On the left forefinger there was a fairly large 
ulcer, which at this time has broken down. The 
edges were slightly elevated and there was some 
necrotic tissue at the base. Finger was swollen. 
The right upper limb was negative. Abdomen, 
liver, spleen, not palpable. No tenderness to pres- 
sure. No masses or tumors noted. No tenderness 
over the kidneys. Genitalia: Negative. Lower 
extremities negative. Urinalysis, negative. 
Blood: White count—11,400; differential, 69 
polys and 13 bandforms. Agglutination test for 
undulant fever, negative. Agglutination test for 
tularemia, complete agglutination in titre of 1-810, 
positive. Blood Wassermann, negative. 
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VICKSBURG SANITARIUM. 

The regular monthly meeting of the staff of 
the Vicksburg Sanitarium was held on March 10, 
at 6:30 p.m. After the reports from the Records 
Department and analysis of the work of the hos- 
pital, the following special case reports were pre- 
sented: 

1. A Febrile Case Suspected of Being Osteo- 
myelitis—Dr. L. J. Clark. Discussed by Drs. G. 
C. Jarrett and G. M. Street. 

2. Bronchial Pneumonia in Acute Miliary Tu- 
berculosis—Dr. G. C. Jarrett. Discussed by Drs. 
A. Street and L. S. Lipincott. 

3. Cesarean Section—Dr. G. M. Street. 

Drs. L. S. Lippincott and G. C. Jarratt present- 
ed brief reports of the literature of the month. 

Dr. A. Street presented a report on the Third 
Annual Assembly of the Southeastern Surgical 
Congress, at Birmingham, Alabama, March 7 and 
8, 1932. 

The following selected radiographic studies 
were demonstrated: Osteomyelitis of Cranium 
after three and one-half years, showing regenera- 
tion of bone; Sarcome of Lung, Metastatic, show- 
ing progress of disease; Aneurism of Thoracic 
Aorta; Pneumonia (5 cases); Cholelithiasis; Ne- 
phrolithiasis. 

The meeting closed with a lunch. The next 
meeting of the staff will be held on Monday, April 
18. 





VICKSBURG SANITARIUM AND CRAW- 
FORD STREET HOSPITAL. 
Staff Meeting, February 10, 1932. 

Abstract —Cardiac disturbance associated with 
substernal thyroid producing pressure symptoms. 
—Dr. L. J. Clark. 

Patient.—White, male, aged 37 years; admitted 
to hospital December 11, 1931. Chief Complaint. 
—Shortness of breath; choking spells; restless- 
ness; cough. History of Present Illness.—Began 
three days ago following a very severe dyspneic 
attack with complete prostration. Confined to bed. 
Had also contracted a slight cold with fever. Past 
year has become restless on slight exertion and 
often without exertion had attacks of choking in 
throat. Attacks lasted only for one-half to one 
minute and were relieved entirely by sitting 
straight up. On several occasions collapse and 
loss of consciousness for several minutes. Has 
always had a rapid heart. Past few years had 
found that whiskey would relieve him and he was 
taking approximately one quart per day up to 
three days before admission. Smokes numerous 
cigarettes daily. The past history and family 
history were not significant. Physical Examina- 
tion.—Fairly well developed and nourished adult, 
white male, apparently very restless and uncom- 
fortable; dyspneic but not orthopneic. Tempera- 
ture, 99.4° F.; pulse, 120, regular; B. P., 120/90. 
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Sclerae slightly icteric; slight cyanosis of lips. 
Pharynx red; tongue coated. Heart rapid, regu- 
lar, with a definite gallop rhythm noted particu- 
larly over lower sternum; no murmurs. There was 
also a slight suggestion of a pericardial friction rub 
in apical region. Moist rales throughout lungs 
most pronounced in bases. Liver three fingers 
breadth below costal margin. Abdomen somewhat 
tight; no fluid demonstrated. Extremities show 
no edema but rather cold and cyanotic. Reflexes 
negative. 

Laboratory Examination.—Urine: trace of albu- 
min. Leukocytes, 12,000; hemoglobin, 77; neutro- 
phils, 78. Wassermann, Kline and Young, and 
Kahn tests, negative. Blood urea nitrogen 14.14 
mg. per 100 c.c. Roentgen ray, flat plate, 30 
inches distance, taken in bed, showed marked evi- 
‘dence of wet lungs and apparently slight enlarge- 
ment of heart. A shadow about aortic arch sug- 
gested substernal thyroid about size of small 
orange. Electrocardiogram shows marked sinus 
tachycardia with slight notching of S wave and 
inverted T lead III. Clinical Course.—This patient 
was treated in the usual way for congestive heart 
failure with digitalization, mild cartharsis and 
morphine. It was considered best to continue 
alcoholic stimulation later as he seemed to go into 
a state of delerium tremens at first, with symp- 
toms suggesting uremic coma. After several dis- 
turbances more of a nervous type, improvement 
was noted. Small doses of Lugol’s solution were 
later administered thinking of a possible hyper- 
thyroid condition. Basal metabolism was not at- 
tempted because of condition but was later found 
to be normal. Fluoroscopic examination of patient 
in upright position with view of esophagus con- 
firmed previous reports. There was definite dis- 
placement of trachea and esophagus to left. Recent 
investigation continues to reveal evidence of a 
mass in the region of upper sternum not related 
to the aorta. Electrocardiogram after three weeks 
shows marked decrease in rate but considerable 
evidence of myocardial disease. Patient was dis- 
charged January 10, 1932, very greatly improved 
but still under digitalis and restricted exercise. 

Discussion.—Chesky states that hyperthyroid- 
ism, regardless of the type of goiter by which it 
is produced, has probably a more damaging effect 
on the cardio-vascular system than any other 
system. There are several kinds of goiter pro- 
ducing heart symptoms and a great many may be 
present ‘and not produce classical findings, conse- 
quently often escape diagnosis. 

The exopthalmic goiter with all the classical 
signs and symptoms of hyperthyroidism may be 
easily noted. The colloid goiter, both diffuse and 
nodular types, may exist for 30 to 40 years with- 
out producing toxic symptoms and later undergo 
changes producing toxic symptoms. The fetal 
adenomas probably cause the least cardiac dam- 
agé, existing for years and gradually getting 


larger without symptoms, or becoming mildly . 
toxic at any time and producing slight tachy- 
cardia and nervousness. Often cardiac symptoms 
and goiter may coexist with goiter symptoms in- 
cidental, producing cases of so-called neurocircu- 
latory asthenia. There is a type in patients over 
50 years of age with increased blood pressure, 
small, firm, uniform or nodular, which causes 
rapid heart action and dyspnea on exertion. 
There may be signs of congestive heart failure. 
The metabolic rate varies from normal to a con- 
siderable elevation. 

Finally, there is the middle-aged patient with 
a nodular non-toxic goiter with serious heart dis- 
ease and definite evidence of failure. The 
metabolism is normal and the failure cannot be 
attributed to the goiter. 

The case presented is not unusual except that 
the shadow behind the sternum was suspicious of a 
goiter, and while there were no toxic symptoms 
and a normal metabolic rate, it strongly suggested 
trouble from a pressure point of view. Many 
of the symptoms mentioned in this case were due 
to the substernal mass and not directly to the 
myocardial changes evident. 

Meeting of the Staff, March 10, 1932. 

Abstract.—A febrile case suspected of being 
osteomyelitis—Dr. L. J. Clark. 

Patient.—Colored, male, aged 14 years, first 
seen January 12, 1932. Came into clinic com- 
plaining of pains in left thigh, high fever, rest- 
lessness, and a slight cold. Stated that about four, 
days previously he had fallen from a tree injuring 
his left leg and knee slightly. Had paid little 
attention to injury and did not stop activities. 
The second day afterwards he had a chill, fol- 
lowed by fever and pain in left thigh on inner 
surface. The pain was very severe and patient 
was unable to rest for twelve hours before coming 
to clinic. There was no past history of any illness 
or injury of importance. Family history was not 
remarkable. Physical Examination. — Tempera- 
ture, 104.6°; pulse, 100; respiration, 24. Tonsils 
red and apparently somewhat inflamed and en- 
larged; pharynx red and raw. Lungs showed 
coarse, mucous rales in lower chest; no dullness; 
no change of breath sounds. Abdomen slightly 
distended but not tender; no masses palpated. 
Inguinal regions not sore and no glands enlarged. 
Tenderness and swelling of left thigh, inner sur- 
face; apparently some pitting on pressure. The 
femur was not tender or painful laterally; no 
pain on motion or jarring of extremities. No 
swelling of leg below the knee; only a slight 
abrasion over knee cap. Blood count: 22,600 leu- 
kocytes; 84 neutrophils with 49 immature forms. 
No malaria. Roentgen ray study of left femur 
did not show anything suggestive of bone or 
periosteal pathology. The patient refused to be 
admitted to hospital and palliative treatment was 
instituted. Three days later returned much 
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worse, having more pain and aggrevation of all 
symptoms. He had not been free of fever since 
last seen. Temperature, 104.6°; pulse, 120; res- 
piration, 24. He was then admitted to hospital. 
Leukocyte count, 17,600; about same cell distri- 
bution as previously found; no malaria found. 
Urine not remarkable. Wassermann, Kline and 
Young and Kahn tests negative. Procedure.—In 
view of the history and blood count, with some 
evidence of tenderness in the thigh and swelling, 
pus somewhere in the thigh and possibly in the 
bone was suspected. Operation.—On January 17, 
1932, incision in upper medial left thigh. Tissues 
friable as if about to enter into an abscess but no 
frank pus observed. Structures separated down 
to femur and here the finger seem to enter a 
small cavity lying on.the bone and the bone sur- 
face seemed rough. A swab was taken from this 
cavity and two holes drilled in the bone to the 
medulla. Greased gauze packing left in to exit 
of wound. Drained pus for about two or three 
weeks and gradually granulated. Swabs from left 
femur showed numerous pus cells (polymorphs) 
and rare gram positive cocci. Cultures grown 
aérobically showed no growth. Because of ex- 
treme toxemia, 250 c.c. of citrated blood was 
given. This was repeated on several occasions 
until condition was better. Fever continued high, 
101° to 104.6° F., for five weeks, during which 
time blood cultures were negative. Blood count 
continued high. Food was forced. Occasional in- 
travenous mercurochrome was given, producing a 
reaction each time. Blood tests for undulant fever 
and typhoid were negative. Fourteen days after 
operation, developed a definite pulmonary in- 
fraction in lower right chest, producing pain and 
the usual signs. Gradually cleared up without com- 
plication. At the end of the fifth week the tem- 
perature began to show a gradual decline and 
tended to be almost normal every other day. 
Because of the temperature without any positive 
evidence of malaria, I experimented with quinine 
and a few days afterward the temperature be- 
came normal and continued so for one week when 
patient was discharged as cured. 

Discussion.—The points of interest were that 
although the history and to some extent the 
physical examination indicated osteomyelitis and 
operation seemed advisable, in so far as can be 
determined there was never any evidence of bone 
destruction consistent with osteomyelitis. 

The possibilities are’ that there was a subpe- 
riosteal abscess and I do not believe that there 
was any connection with the injury. However, 
if a similar case should come under my observa- 
tion I believe I would advise surgery, in view of 
the dangers that might result from neglected 
osteomyelitis. I am not able to say that there 
was such a condition as malaria present. It is 
probably coincidental that the fever disappeared 
following administration of quinine. 
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Staff Meeting, March 10, 1932. 

Abstract.—Bronchial pneumonia in acute mil- 
iary tuberculosis.—Dr. G. C. Jarrett. 

Patient.—White, female, aged 14 weeks, seen 
first January 20, 1932. Chief Complaint.—Cough; 
refusal of food; loss of weight; fretful and crying. 
Present Illness—Mother stated that infant had 
gained and thrived nicely and seemed in excellent 
health up until she was six weeks of age, at which 
time she began with a cough and running nose 
and some fever. At this same time with the cough 
she would spit up some of the preceding feedings. 
Vomiting was not projectile in type and has never 
been so. The cough was paroxysmal in nature 
but. not worse at night and no whoop. No his- 
tory of exposure to pertussis. The cough has been 
present up to this date although there has been 
no fever. Has vomited a great deal of feedings.. 
As a result has become malnourished and dehy- 
drated. The child has been under care of physician 
who has changed formula on numerous occasions 
with no success as to preventing vomiting and 
correction of anorexia. Also has given numerous 
intramuscular injections of blood and saline and 
ether in oil enemas to stop cough. An intra- 
dermal tuberculin test was negative six weeks ago 
as was the Wassermann test. At no time has the 
cough been absent except for possibly one or two 
days and at no time a whoop. Family History.— 
Mother and father living and well; one infant 
died at twenty months; cause unknown. No mis- 
carriages, no tuberculosis contact known. One 
other child, five years old, living and well. Birth 
History.—Normal cephalic delivery without in- 
struments, no cyanosis or convulsions; nursed well 
from start; weight, 6% pounds. Feeding His- 
tory.—Breast for two and one-half weeks; failed 
to gain and then put on Mellin’s food, then reco- 
lac, then cow’s milk, dextrimaltose and water 
mixture, then evaporated milk-lactic acid-karo 
mixture; then condensed milk; then lactogen; and 
at present on recolac, two tablespoonsful to three 
and one-half ounces of water with one-half tea- 
spoonful sugar. Physical Examination.—Temper- 
ature, 101.2° F.; weight, 6 pounds 10 ounces. 
Markedly malnourished and dehydrated, maras- 
mic infant, apparently very acutely ill with 
paroxymal cough and cyanosis; practical cessa- 
tion of breathing with cough but no whoop. 
Head: Anterior fontanelle open, soft and de- 
pressed; scaly dry seborrheic dermatitis or “cradle 
cap.” Pupils equal and react to light; tympanic 
membranes normal; nose normal; no redness of 
pharynx; no paralysis of palate. Neck: No glands 
or masses; veins very prominent, especially with 
cough. Chest: Ribs prominent; veins prominent; 
chest rather round, shallow, rapid, difficult respir- 
ation. Lungs: Many coarse and musical rales 
throughout, similar to those of asthmatie bron- 
chitis. No bronchophony, dullness, or tubular 
breathing and no fine -rales.- Heart: Sounds 
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faint and overshadowed by lung sounds; no mur- 
murs or enlargement. Abdomen: Spleen and 
liver not palpated; no masses and no pyloric 
tumor; small umbilical hernia; veins prominent. 
Genitalia, no discharge; extremities, no deformi- 
ties; central nervous system, no pathology found; 
anus, normal; skin, dry, tugor poor, ashen color. 
Tentative Diagnosis. — (1) Possible pertussis; 
(2) chronic bronchitis; (3) malnutrition with 
dehydration. Laboratory Findings.—Blood: Hem- 
oglobin, 72; erythrocytes, 4,520,000; leukocytes, 
12,500; small lymphocytes, 3; large lymphocytes, 
5; large mononuclears, 3; polymorphonuclear neu- 
trophils, 56; polymorphonuclear eosinophils, 2. 
Urine: ~ Rare fresh red blood cells; numerous 
clumped bacilli; otherwise not remarkable. Men- 
toux tuberculin test (1-1000) negative. Cowrse 
and Treatment.—Admitted to hospital January 20, 
1932. Gave 100 cc. of whole citrated blood in- 
travenously through longitudinal sinus. Put on 
formula of carnation milk, 8 ounces, water 16 
ounces, and dextrinmaltose No. 1, one level tea- 
spoon full, to be given three ounces every three 
hours. Compound tincture of benzoin inhalatations 
for one hour every six hours. Mustard plaster, 
followed with camphorated oil every six hours 
and retention enema of 1 cc. ether in one ounce 
of mineral oil every six hours. Child took formula 
eagerly with no vomiting. Two to three stools in 
24 hours, well digested and smooth. Cough not 
characteristic of pertussis but of chronic bron- 
chitis. January 21.—Blood: Hemoglobin, 82; 
erythrocytes, 6,550,000; leukocytes, 14,800; small 
lymphocytes, 20; large lymphocytes, 5; large 
mononuclears, 15; polymorphonuclear neutrophils, 
60. Roentgen ray of chest revealed peribronchial 
infiltration. Taking formula well. January 23.— 
Temperature normal. Gave 100 cc. of Hartman’s-5 
glucose solution as clysis. Taking formula; stools 
normal. Cough still present; no change in chest 
findings. January 24.— Temperature normal. 
Cough improved; taking formula well; stools 
normal. Cannot believe this pertussis unless 
paroxysmal stage is past and this a resulting 
chronic bronchitis. Although Mantoux test nega- 
tive, as one finds often in this state of nutrition, 
and chest reveals nothing characteristic, have to 
think of tuberculosis. Child discharged home on 
same formula and treatment with addition of 
viosterol, 5 minims three times a day. January 29. 
—NMother telephoned from home in near by city. 
Stated that infant coughed much less and taking 
formula and seemed hungry after taking the 
three ounces. Increased formula: Carnation 


milk, 10 ounces; water, 22 ounces; dextrimaltose, 
two large tablespoonsful; to give eight feedings of 
four ounces each. January 31.—Brought child to 
office. Weight six pounds and eleven ounces; tem- 
perature 98.6° F. by rectum. Mother stated that 
infant was not coughing as much and had taken 





Hospital Staff Transactions 811 


above formula well and has four to five stools. 
daily, firm and smooth. 

Physical examination showed infant still mark- 
edly malnourished and dehydrated. The same 
physical findings of chest as at previous examina- 
tion were present—musical rales throughout; no 
dullness or bronchophony; no fine rales. Advised 
to continue treatment and formula and to give 
five minims of syrup of ferrous iodide three 
times a day. February 9.—Temperature, 97° F. 
by rectum; weight, 6 pounds, 6 ounces; blood: 
erythrocytes, 4,410,000; hemoglobin, 82; leuko- 
cytes, 13,700; lymphocytes, 62; polymorphonu- 
clear neutrophils, 33; polymorphonuclear eosino- 
phils, 5. Admitted to hospital. Since last visit 
to office, child has taken formula well, stools 
normal, no nausea and vomiting, no fever, and 
cough has been much less up to yesterday, when 
mother states cough became severe and continued 
during night. Physical examination.—Very little 
change in physical findings except it was obvious 
that the child lost weight and seemed more de- 
hydrated and acutely ill. Lungs showed coarse 
and musical rales throughout, more resonant than 
normal; no dullness of bronchophony. Given 


-125 ec. of 5 glucose in Hartman’s solution by 


clysis. Put on same formula consisting of car- 
nation milk, 10 ounces, water 22 ounces, dextrin- 
maltose No. 1, two level tablespoonsful. Treatment 
otherwise same as on first admission. Febru- 
ary 10.—Temperature, 99.8° F. Gave 120 cc. of 
glucose in Hartman’s solution by clisis. Child 
seemed much weaker and refused formula. Ex- 
pired at 8:30 p. m. Autopsy permitted on thorax 
only. Lungs showed acute broncho-pneumonia 
and miliary tuberculosis. 


SOUTHERN BAPTIST HOSPITAL. 

The Clinical Staff met February 23, 1932 with 
Dr. Ansel Caine as chairman. 

The following papers were presented in the 
form of symposium on birth injuries: 

Diagnosis of Birth Injuries—Dr. Julian Grau- 
barth. 

Incidents in. the Management of the Cerebro 
Birth Injuries—Dr. G. C. Anderson. 

Late Manifestations of Cerebro Birth Injuries. 
—Dr. C. S. Holbrook. 

Following this portion of the program the case 
history with autopsy findings of a case of car- 
cinoma of the stomach with metatasis to the 
regional lymph nodes with a cyst of the omentum 
was discussed. 

Dr. D. N. Arnold, House Officer, then presented 
the monthly list of deaths with their diagnosis 
for discussion. 


FRENCH HOSPITAL. 
A regular meeting of the French Hospital Staff 
was called to order Thursday, March 10, 19382, 
Dr. H. B. Alsobrook presiding. 
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The reports of discharges and deaths for the 
previous month were given. The charts of two 
deaths were referred to the Records Committee as 
these were incomplete. A letter from the Mem- 
bership Committee recommending Dr. Clyde G. 
Barthelemy for membership to the Dental Staff 
was read and approved. 

Members of the staff attending this meeting 
had the pleasure of hearing Dr. W. H. Harris 
and Dr. L. J. Menville, who spoke on the “Path- 
ological and Radiological Aspects of Pulmonary 
Tuberculosis.” Dr. Harris discussed the route of 
entry of the tubercle bacillus into the lungs and 
pointed out that no new blood vessels are formed 
in a tuberculous area—the vascular blood supply 
does not reach the lesion. Another interesting 
point which he brought out is that a person has 
a lessened susceptibility to pulmonary tubercu- 
losis when he has had the disease in early life. A 
patient who has had tuberculosis in early life if 
he develops it at all in later life usually has a 
low grade, chronic type; whereas, one who has 
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not had the disease in childhood as a rule develops 
the miliary, fulminating type. 

Dr. Menville took up the radiological aspects of 
pulmonary tuberculosis. Roentgen ray is the best 
single means we have in the diagnosis of early 
pulmonary tuberculosis. The earliest lesion is 
usually at about the first or second interspace, 
more often on the right. The roentgen ray can vis- 
ualize a lesion as small as 4 mm. in diameter, 
and for this reason it is discovered earlier by 
the roentgen ray than by the clinician, as earliest 
lesions are not usually accompanied by symptoms 
that lead patients to a physician; and, further- 
more, because of the location the clinician has the 
thick pectoral muscle to contend with. However, 
the manifestation of activity should be left to the 
clinician. 

Both Dr. Harris and Dr. Menville illustrated 
their talk with specimens and films of interesting 
cases. Drs. G. C. Anderson, F. Loria, P, H. Jones 
and D. N. Silvermann joined in the discussion that 
followed. 

Cuthbert J. Brown, M. D., Sec’y. 
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CALENDAR. 
April 1— Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 


April 1— Physiology Seminar, Tulane Medical 


School, 5 P. M. 
April 4—Eye, Ear, Nose and Throat Hospital 
Staff, 8 P. M. 


April 7—Clinico-Pathologieal Congress, Touro In- 
firmary, 11 A. M. 


April 8— Pathological Conference, Hotel Dieu, 
8 P. M. 

April 8— Physiology Seminar, Tulane Medical 
School, 5 P. M. 


April 11—ORLEANS PARISH MEDICAL SO- 
CIETY. Quarterly Executive Meeting, 8 P.M. 

April 13—Touro Infirmary Staff, 8 P. M. 

April 14—Clinico-Pathological Congress, Touro In- 
firmary, 11 A. M. 

April 14—French Hospital Staff, 8 P. M. 

April 15—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

April 15—I. C. R. R. Hospital Staff, 12 Noon. 

April 15—Physiology Seminary, Tulane Medical 
School, 5 P. M. 

April 15—Mercy Hospital Staff, 8 P. M. 

April 18—Hotel Dieu Staff, 8 P. M. 

April 19—Charity Hospital, Medical Section. 

April 20—Charity Hospital, Surgical Section. 

April 21— Clinico-Pathological Congress, Touro 
Infirmary, 11 A. M. 

April 21—Eye, Ear, Nose and Throat Club, 
8 P. M. 


April 22—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

April 22—Physiology Seminar, Tulane Medical 
School, 5 P. M. 

April 25—ORLEANS PARISH MEDICAL SO- 
CIETY, 8 P. M. 

April 26—Baptist Hospital Staff, 8 P. M. 

April 28 — Clinico-Pathological Congress, Touro 
Infirmary, 11 A. M. 

April 29—Pathological Conference, Hotel Dieu, 
11 A. M. to 12 Noon. 

April 29— Physiology Seminar, Tulane Medical 
School, 5 P. M. 


During the month of March besides the regular 
meeting of the Board of Directors, the Society 
held a joint clinical meeting at the United States 
Marine Hospital, a joint meeting with the New 
Orleans Gynecological and Obstetrical Society and 
a special meeting in honor of two visiting doctors 
from Boston. 

At the Clinical Meeting at the Marine Hospital 
the following program was presented: 

Inspection of Hospital. Guests were met in the 
lobby and shown through the hospital by members 
of the Staff. 

Clinical Meeting. 
1. The Use of Plaster of Paris in the Treatment 
of Leg Fracture 
By Dr. W. F. Ossenfort. Discussion opened 
by Dr. E. S. Hatch 
2. Results in the Treatment of Pernicious Anemia 
By Dr. R. L. Lawrence, Discussion opened 
by Dr. J. C. Cole 
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38. Diathermy in the Treatment of Paresis 
By Dr. N. B. Bon. Discussion opened by 
Dr. Henry Daspit 
4, Notes from Our Records on Malignancy. 
By Dr. T. B. McKneely. Discussion opened 
by Dr. Waldemar R. Metz 
Refreshments were served 


At the joint meeting of the Society with the 
New Orleans Gynecological and Obstetrical So- 
ciety Dr. Irving W. Potter, of Buffalo, New York, 
was the guest speaker and presented the following 
subject: 

“The Technic of Elective Version and 
Extraction (with lantern slide demonstra- 
tion) together with the Immediate Repair 
of the Birth Canal Injuries.” 


There was a special meeting held on March 31 
in honor of Dr. S. A. Levine and Dr. M. C. Sos- 
man, of Boston. Papers presented were as follows: 
“The Bedside Recognition and Treatment of Car- 

diac Irregularities” 


SE. nic reecciuicinchamipiadedeeciunsncccad Dr. S. A. Levine 
“Present Status of Cholecystography” 
BS oscsssudhomdinscogabortumecesian Dr. M. C. Sosman 


The attendance at all of these meetings was 
very good. 


The various committees of the Committee on 
Arrangements for the American Medical Asso- 
ciation meeting have been very active during the 
past month. With the meeting only a few weeks 
away the committee will continue to work. The 
Chairman of the Finance Committee has sent out 
another letter requesting donations. Please send 
in your subscription at once. 


We regret to report the death of one of our 
Active Members during this past month, Dr. J. Bir- 
ney Guthrie. Dr. Guthrie was one of our most 
active members having been President in 1928. 


The following applications for membership are 


posted: 
Active: Drs. R. R. Robinson and H. B. deB. 
Seebold. 
Interne: Drs. J. A. Alvarez, Leo G. Davis 
and J. E. Granade. 
Associate: Drs. J. W. Healey and Fred J. 


Wolfe. 


TREASURER’S REPORT. 
ACTUAL BOOK BALANCE: 1/29 /32....$1,509.62 
Receipts during February:.......................... $2,123.36 


$3,632.98 
Expenditures: ............. EL ee $1,645.40 
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ACTUAL BOOK BALANCE: 2/29/53....$1,987.58 





LIBRARIAN’S REPORT. 

One hundred and forty books have been added 
to the Library during February. Of these 47 were 
received by gift, 4 from the New Orleans Medical 
and Surgical Journal and 89 by binding. New 
titles of recent date are listed below. 

One case of journals was prepared and sent 
away for binding and two cases were received 
from the bindery and prepared for the shelves. 

The following notation of subjects on which 
material has been collected shows to some extent 
the breadth of use which is being made of the 
Library: 

Work of Minot and Castle on pernicious 
anemia. 

Crystalline insulin. 

Novak theory of menstruation. 

Traumatic backache. 

Sacro-iliac strain. 

Physiotherapy in surgical conditions. 

Skin grafting. 

Asbestosis of the lungs. 

Light therapy in the treatment of children’s 
diseases. 

Medical aspects of headache. 

Mortality resulting from ligation of external 
iliac artery. 

Traumatic pulmonary tuberculosis. 

Precocious menstruation. 

Early history of Tulane Medical School. 

Non-padded plaster cases. 

Recent statistics on malignancy. 

Allergy in contagious diseases. 

Endocrines as causative factors in nervous 
diseases. 

Location of English abstract of German ar- 
ticle published in 1923. 

Work on female sex hormone. 

Poisoning from silver polish. 

Diphtheria toxoid immunization. 

Trichlorethylene treatment of trigeminal neu- 
ralgia. 

Work of the dental clinic in the prevention 
of tuberculosis. 

A circular letter has been addressed to the mem- 
bership asking volunteers for help in the book 
reviewing. The results are gratifying and this 
important feature of our work will be greatly 
facilitated. 


NEW BOOKS. 
Joslin—Diabetes, 1931. 
U. S. Army—Report of Surgeon General’s Office. 
1922. 

Pusey—Doctor of the 1870s and 1880s. 1932. 
Dickinson—1000 marriages. 1931. 
Miner—Living the liver diet. 1931. 

H. THEODORE SIMON, Secretary. 
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NEARING THE END. 

The reader will hear from us only once again, 
through this medium, as May 10 will be inaugura- 
tion day for the next President, our distinguished 
confrere, Dr. Roy B. Harrison. 

As we near the end of our administration, we 
have a sensation of pleasure, dissatisfaction and 
regret. We find pleasure in resigning the duties 
of President to one whom we know will look 
well to the interests of Organized Medicine: we 
are dissatisfied and feel regretful that so much 
must be passed on and left to him for accomp- 
lishment. 

It is easy to suggest, and leadership, statesman- 
ship and executive ability must be present in an 
association such as ours, for the practical applica- 
tion of constructive suggestions. It is within 
the province of the retiring President, in fact his 
duty, to make what suggestions he feels will be 
to the interest of the Association for the incoming 
administration’s consideration. 

Leadership, statesmanship and executive abili- 
ty, we all recognize in our next President, and 
in offering the following suggestion as a part of 
his future program, we are doing so thus far 
in advance, because of its great importance as 
we see it, and in order that he and the member- 
ship generally, may have a chance to consider its 
worth before the House of Delegates meets on 
May 9. 

The time is fast approaching, if not already 
here, when the State Society must have a full 
time trained Executive Secretary a man scientifi- 
cally trained and versed in the problems of or- 
ganization; one familiar with the basic evils be- 
setting the medical profession; one who can teach 
the rank and file, methods of procedure, and 
formulate uniform programs of action by the 
various Parish Societies, which will tend to the 
enlightenment of the public, hasten the relief 
from many present ills and defeat the many evil 
tendencies. 

The State Association, sooner or later, must 
put in the field, a man with such qualifications, 
one whose program will be to travel from one end 
of the State to the other, meeting regularly the 
Parish Associations, working out their individual 
problems and collectively, those of the State As- 
sociation. 

With only half, or less, of the qualified physi- 
cians of the State, members of the State Society, 
there can be but one conclusion reached: that 
conclusion is, “There is something wrong with 
the State Association.” 


A little self analysis will do us good. Louisiana 
needs a medical association which will function 
three hundred and sixty-five days out of the 
year, rather than four or five: she needs an as- 
sociation with live departments looking to the 
solution of all problems which concern the doctor. 
Under our present plan, this is impossible. Money 
must be spent and for such a purpose, it will 
prove a most wise and profitable investment. 

It is our intention to suggest to the House of 
Delegates on May 9, that a carefully selected com- 
mittee be appointed to look into the feasibility 
of such a plan and to make suggestion after care- 
ful study and investigations. This of necessity 
must consume some time and careful thought. 

Other and wiser plans may be suggested. We 
are all agreed that a need exists. A solution can 
be found by co-operative thought and study. 

S. C. Barrow, President. 


REGISTER THE BIRTH OF YOUR BABY AND 
RECEIVE MOTHER’S BIRTH REGISTRA- 
TION CERTIFICATE. 

An intensive effort is being made by the Louisi- 
ana State Board of Health to get prompt and ac- 
curate reports of all births occurring in the State 
of Louisiana. This is the first duty to the infant 
and may prove a necessity in later life. 

A special appeal is therefore made to doctors 
and midwives to see that birth certificates are 
promptly forwarded to the State Board of Health, 
Bureau of Vital Statistics, New Orleans. 

J. A. O’Hara, M. D., President, 
Louisiana State Board of Health. 


NEURO-PSYCHIATRIC CLINIC, ALEXANDRIA. 

One of the very commendable pieces of Medi- 
cal Work that is being conducted in Louisiana 
today is the Neuro-Psychiatric Clinic, free to the 
Public, conducted at Alexandria by the Staff of 
the Central Louisiana State Hospital with Dr. H. 
O. Colomb, a Physician of eminent qualifications 
in this especial branch of Medicine, as Clinical 
Director. 

Long since recognizing the great need of such 
work and the vast possibilities that are afforded 
by such a Clinic, Dr. Clarence Pierson, Superin- 
tendent of the Hospital opened this Clinic in 
Alexandria some few months ago on Wednesday 
and Friday of every week, at which time different 
Members of the Staff of the Hospital are present 
for consultation for all cases suffering with every 
form of nervous and mental trouble, mental re- 
tardment or social maladjustments. These cases 














applying to the Medical Clinic are thoroughly ex- 
amined, all necessary laboratory tests are made 
by the Hospital Laboratory Technician and a 


complete diagnosis of the case is made. Patients 
are not prescribed for or treated medically at the 
Clinic, but are referred back to the home or at- 
tending physician with recommendations for every 
indicated treatment and suggestions as to his or 
her proper social adjustment. 

The hearty co-operation of the Medical profes- 
sion of North Louisiana is indeed due this ad- 
vanced step and will be the means of rendering 
that much assistance to so many deserving peo- 
ple. 

Present activities for the prevention of mental 
disorders in this State should be directed toward 
the acquiring and disseminating of information 
for the profession and the public conducting and 
fostering mental Clinics for children and adults 
is awakening new interest in mental health every- 
where. “Mental disorders and their consequences 
have such serious social, medical and economic 
significance that it is of vital importance that 
every possible extra institutional effort be made 
for prevention, early recognition and effective 
treatment.” This should be supplemented by 
curative measures undertaken by mental hospitals 
and the individual psychiatrist and other physi- 
cians. 

Mental hygiene and its great activity of today 
are serving as great modern adjuvants in our 
correctional work and is an effort to correct the 
evil of social adjustment rather than treat the 
evil after it has left its imprint upon Society. 
Child Guidance Clinics should shortly follow in 
the wake of this work that is being done today 
and a greater number of local Mental Hygiene 
Societies have a broad field of activity before 
them and with this forerunner for the betterment 
of general conditions throughout our State our 
Public Welfare Organizations can function more 
practical hereafter. Our best authorities agree 
upon the future for mental hygiene which is 
preventive medicine “provided that we are not 
carried away by any theory” no matter how at- 
tractive and provided we do not hold our hopes 
and claims beyond reasonable possibility or fulfill- 
ment. 

Clarence Pierson, M. D., 
Superintendent. 


AVOYELLES MEDICOS HELD ONE OF ITS 
BEST MEETINGS AT BORDELONVILLE, LA. 
Amid icicles from oozing seepage water and 
overflowing wells back of the big Bordelonville 
levee on Bayou des’ Glaises—the north side total- 
ly under water, where resides Dr. R. G. Ducote, 
one of the most loyal members..of the medical 
profession, the Avoyelles Parish Medical Society 
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held its first meeting of the year with a most 
interesting scientific and social program, Wednes- 
day evening, March 9th., 1932. Dr. Emeric de’Nux 
and Dr. D. B. Barber of Rapides formed the 
guests of the occasion. The following members 
of the Avoyelles unit answered the roll: Drs. Emil 
Regard, Kirby A. Roy, A. T. Barbin, Walter F. 
Couvillon, S. J. Couvillon, W. A. Quirk, and R. 
G. Ducote. 

Dr. D. B. Barber of Alexandria presented the 
society with a very interesting talk with demon- 
strations on the “Hormone test for Pregnancy.” 
With three living rabbits in which 10 c.c. of urine 
had been injected 28 hours before, one of the 
animals with the urine of an unpregnant person 
and the other two with the specimen of an early 
and late pregnancy, Dr. Barber went into his 
subject well and the autopsies proved conclusively 
as to the accuracy of the test. The subject proved 
very interesting to the profession, especially when 
and where it may come necessary to present posi- 
tive evidence in medico-legal cases. 

Under clinical cases, Dr. Emil Regard reported 
a case of “Wombless Woman” in his practice. 
Dr. Sam Couvillon reported a recent experience 
with a case where it is objectionable to introduce 
an opiate even in the first stage of labor, as the 
foetus even after a very easy delivery, may show 
signs of opium poison and coma for hours follow- 
ing expulsion. Both cases were well discussed. 

The banquet tendered the doctors by Mrs. Du- 
cote was very tasteful and enjoyable. The So- 
ciety then adjourned to meet at Moreauville the 
second Wednesday of June. Dr. Emeric de’Nux 
will read a paper and Dr. Kirby A. Roy of Man- 
sura will represent the society as essayist. 

S. J. Couvillon, Secretary. 


INFECTIOUS DISEASES IN LOUSIANA. 

The United States Public Health Service, in 
collaboration with Dr. J. A. O’Hara, President of 
the State Board of Health of Louisiana, has 
issued the following morbidity health reports, 
which briefly abstracted give the following in- 
formation. For the week ending February 20 the 
important diseases that have been reported are 
as follows: Thirty-two cases of diphtheria, 28 of 
typhoid fever, 19 of pulmonary tubrculosis, 19 
of scarlet fever, 23 of cancer, 10 of influenza, 10 
of pellegra, 15 of syphilis, and 15 of whooping 
cough. The following week ending February 27 
there were reported 99 cases of syphilis, 60 of 
gonorrhea, 29 of diphtheria, 14 of cancer, 19 of 
pneumonia, 31 of pulmonary tuberculosis, 15 of 
scarlet fever, 20 of typhoid fever, 2 of pellegra, 
and 11 of smallpox. For the week ending March 
5 there was a marked increase in the number of 
cases of influenza, 169 being reported throughout 
the State. An epidemic of measles also seems 
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to be present, as in the preceding week 11 cases 
of this disease were reported, whereas in this the 
ninth week of the year there were 110 cases. 
Other diseases reported in double figures include 
23 of diphtheria, 23 of gonorrhea, 29 of tuber- 
culosis, 27 of pneumonia, 30 of syphilis, 15 of 
typhoid fever, and 16 of whooping cough. The 
week ending March 12 the influenza and measles 
epidemic seems to have subsided, as only 12 cases 
of the former were reported and 18 of the latter. 
The instance of other reportable diseases in 
double figures were: Forty-four of syphilis, 31 
of diphtheria, 35 of pulmonary tuberculosis, 24 of 
pneumonia, 13 of typhoid fever, 14 of gonorrhea, 
16 of scarlet fever, and 12 of whooping cough. 
During this four weeks period 10 cases of tulare- 
mia were reported. 


HEALTH OF NEW ORLEANS. 


The Department of Commerce, Division of Vital 
Statistics, has published the following information 
concerning mortality conditions in the City of 
New Orleans. For the week ending February 13, 
there were 140 deaths in the City, 80 of which 
were white and 60 colored, giving a death rate 
of 15.4 for both races, 12.4 for the white and 22.8 
for the negro. The infant mortality rate for the 
same week was 74, much augmented by the 131 
mortality rate among the negroes. For the week 
ending February 20, the death rate had fallen. 
There were 119 deaths in the City, with a death 
rate of 13.1, the deaths being divided 75 white 
and 44 colored. The infant mortality rate was 
34 for the total population, but 82 for the negro. 
For the week ending February 28, the report was 
not received. For the week ending March 5, 
there was a slight increase in the number of 
deaths, 143 in the entire City, 85 being white and 
58 colored. The colored rate was again high, 
being 22.1. The infant mortality among the col- 
ored was high, the rate being 147, giving a rate 
for the total population of 80. All these three 
reports showed a very consistently good death rate 
in the City. The first nine weeks of the year 1931 
the death rate was 19.8, but this year at the same 
period of the year the rate has only been 15.4. 


Whereas: in the death of Dr. Louis G. Stirling, 
the medical profession of the Parish of East 
Baton Rouge, has sustained an irreparable loss, 
and— 

Whereas: we, the members of the Medical Staff 
of Our Lady of the Lake Sanitarium, appreciating 
his splendid ability, integrity, moral character and 
usefulness to our community, and desiring to ex- 
press these sentiments to the world at large: 

IT IS RESOLVED, THEREFORE; that we all 
join in doing honor to his memory at this time; 
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that these resolutions be spread upon the minutes 
of our organization, and that a copy of same be 
given to the Medical press; and another copy be 
forwarded to the immediate family of our de- 
parted associate, as evidence of our heartfelt 
sympathy for them in the hour of their bereave- 
ment. _ 
Baton Rouge, La., February 24, 1932. 
Signed— 

R. C. Kemp, 

P. H. Jones, 

Tom Spec Jones 

Thomas C. Paulsen, 

H. Guy Riche, 

J. A. Caruthers, 

Jno. McKowen, 

Committee on Resolutions. 


NEWS ITEMS. 

On March 17, 1932, Prof. Charles J. Bloom, of 
the faculty of the Graduate School of Medicine 
of The Tulane University of Louisiana, addressed 
a meeting of the Seventh District Medical Society 
at Jennings, La., on “The Use of Dicalcium Phos- 
phate in Experimental Rickets.” 


Dr. Oscar W. Bethea of the Faculty of the 
Graduate School of Medicine of The Tulane Uni- 
versity of Louisiana, addressed the South Missis- 
sippi Medical Society at the meeting held at 
Laurel, Miss., March 10, 1932, on “Heart Pains.” 


Dr. C. Jeff Miller addressed the Southern Sur- 
gical Congress in Birmingham, March 7. ; 


A. A. Surgeon B. L. Newell, U. S. P. H., has 
been relieved from duty at U. S. Penitentiary, At- 
lanta, Ga., and assigned to duty at New Orleans, 
La., as Chief Medical Officer of the Federal Jail 
in New Orleans. 


A board of officers of the U. S. P. H. service 
was convened to meet at New Orleans for 
the purpose of examining certain candidates in 
order to determine their fitness for entrance into 
the regular corps as Assistant Dental Surgeon. 

Detail for the Board: Dental Surgeon Ozias 
Paquin, Jr., Chairman; Surgeon W. Y. Hollings- 
worth, member; P. A. Surgeon G. H. Faget, mem- 
ber; P. A. Dental Surgeon P. J. Slaughter, mem- 
ber; Asst. Dental Surgeon Donald H. Soper, re- 
corder. 


TRI-STATE MEDICAL SOCIETY. 

The Tri-State Medical Society met in Texarkana, 
March 16 and 17. The program was participated 
in by a large number of Louisiana physicians. 
Dr.. James Bradley spoke upon the value of the 
sedimentation test to the general practitioner. 











This paper was discussed by Dr. T. P. Lloyd and 
Dr. C. E. Hamner of Shreveport. Dr. Edwin 
Knighton of Shreveport spoke upon digitalis, its 
use and abuse. His paper was discussed by Dr. 
J. E. Knighton, Sr. Dr. Edgar Hull of New Or- 
leans spoke upon the diagnosis of heart disease 
by the general practitioner, this paper being dis- 
cussed by Dr. Chas. R. Gowen of Shreveport. A 
paper on obstetrical anesthesis was read by Dr. 
W. P. Lambeth of Shreveport. The essay of 
Dr. W. H. Browning of Shreveport on later de- 
velopments in diagnosis and treatment of nephri- 
tis was discussed by Dr. T. P. Lloyd of Shreveport. 
This paper was followed by a presentation on 
differential diagnosis of the acute abdomen with 
lantern slide demonstration by Dr. Ambrose H. 
Storck of New Orleans. At the banquet that eve- 
ning the main address was given by Dr. S. C. 
Barrow, President of the Louisiana State Medical 
Society. Dr. Barrow also opened the discussion 
of the second paper the next day. Dr. Baron 
Johns’ paper on the symptomology of movable 
kidney was discussed by Dr. B. S. Porter and Dr. 
B. M. McKoin of Monroe. The next three papers 
were all by Shreveport men, Dr. I. B. Rougon 
presenting the cause and significance of frequent 
urination in the female. The discussion of the 
paper by Dr. O. C. Rigby on varicose veins was 
opened by Dr. M. T. Green of Ruston, and fol- 
lowed by Dr. J. E. Heard of Shreveport. A lantern 
slide demonstration on the diagnosis and treat- 
ment of pulmonary abscess by Dr. Frank H. 
Walke had the discussion opened by Dr. P. R. 
Gilmer of Shreveport. On the afternoon of the 
second day of this interesting meeting a presen- 
tation on recent progress in medicine and surgery 
was made by Dr. A. A. Herold and Dr. Paul B. 
Abramson, both from Shreveport. 


THOMAS W. SALMON MEMORIAL LECTURES. 

The first series of the Thomas W. Salmon Mem- 
orial Lectures will be given at the Academy of 
Medicine in.New York City beginning April 8. 
These three lectures will be delivered by Dr. Adolf 
Meyer of Baltimore. The lectureship is given 
under the endowment Fund raised by the Thomas 
W. Salmon Memorial Committee to commemorate 
the memory of one of the really great psychiatrists 
of this country, whose tragic death occasioned a 
great loss to medicine. 


The Americzn Proctologic Society will meet in 
Memphis, Friday and Saturday, May 6 and 7 at 
the Hotel Peabocy. Dr. John L. Jelks of Memphis 
and Dr, Victor K. Allen of Tulsa have charge 
of arrangements. An interesting scientific pro- 


gram has been arranged. 
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WOMAN’S AUXILIARY NOTES. 

The Woman’s Auxiliary to the Louisiana State 
Medical Society will hold its annual meeting on 
Monday, May 9th in New Orleans, on the day 
proceeding the opening of the American Medical 
Association Convention. 

The headquarters for the day will be at the 
Orleans Club, 5005 St. Charles Avenue. There 
will be an executive board meeting at 10:30 a. m. 
A luncheon at 12:30 p. m., followed by a general 
meeting with the installation of officers. 

All visitors to the Convention whether members 
of the Auxiliary or not will be welcome to this 
luncheon and meeting. Reservations must be sent 
no later than May 4, to Mrs. Adolph Jacobs, 2616 
Napoleon Avenue, accompanied by check of one 
dollar and ten cents. 


THE WOMAN’S AUXILIARY TO THE 
ORLEANS PARISH MEDICAL 
SOCIETY. 

At the monthly meeting held at the Orleans 
Club, May 9th, the standing committees such as 
Philanthropy, Education and the Collection of 
Medical Samples showed that their good work was 
increasing. Some Hygeia subscriptions had come 
in, the samples had been distributed in large 
quantities and although the Philanthropic Com- 
mittee had given a large amount of clothing the 
Chairman renewed her plea for more contribu- 
tions as the need is very great. 

The Treasurer announced that the membership 
had grown considerably and that there were about 
three hundred members in good standing. 

Dr. John Fletcher, Professor of Psychology at 
Tulane University was the speaker of the after- 
noon. Following his instructive talk the members 
were entertained by a musical program. 


All women attending this Convention are invited 
to participate in this Program whether they are 
Members of the Auxiliary or not. 

Woman’s Auxiliary 
to the 
American Medical Association 
Tenth Annual Meeting 
New Orleans 
May 9-13, 1932 
Headquarters: Jerusalem Temple, 
1137 St. Charles Avenue 
Preliminary Program. 
Monday, May 9, 1932: 

6:00 p. m. National Board Dinner and Pre- 
Convention Meeting (for Board Members only) 
Orleans Club, 5005 St. Charles Ave. 

Tickets $1.50 
Tuesday, May 10, 1932: 

9:00 a. m. General Meeting, Jerusalem Temple, 

Mrs. Arthur B. McGlothlan, presiding. 
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12:30 p. m. Buffet Luncheon, Jerusalem Temple. 
Tickets $1.00 

2:00 p. m. Walk through Vieux Carre, with 
Guides, starting from the Patio Royale. 

4:00 p. m. Tea, Patio Royale. 

8:00 p. m. General Meeting of the American 
Medical Association, Auditorium. 

Wednesday, May 11, 1932: 

9:00 a. m. General Meeting, Jerusalem Temple. 
Mrs. Arthur B. McGlothlan, presiding. 

12:30 p. m. Auxiliary Luncheon, Southern 
Yacht Club (12 minutes from Canal Street, or 
from Jerusalem Temple). 

Luncheon tickets $1.50—Transportation 25c 

2:30 p. m. Post-Convention Board Meeting, 
Southern Yacht Club. 

2:30 p. m. Through Garden Gates: Glimpses of 
New Orleans. 

4:00 p. m. Teas in private residences. 

8:30 to 12 M Divertissements in the Garden, 
New Orleans Country Club, under the direction 
of Mrs. Lilliam Lewis. Buffet Supper. Negro 
Spirituals. Courtesy of the Woman’s Auxiliary 
to the Louisiana State Medical Society. 
Thursday, May 12, 1932: 

9:00 a. m. General Meeting, Jerusalem Temple, 
Mrs. Walter Jackson Freeman, presiding. 

10:00 to 10:50; 11:00 to 11:50 a. m. Special 
Round Table Conferences, Jerusalem Temple. 

12:00 noon, Buffet Luncheon, Jerusalem Tem- 
ple. 

Tickets $1.00 

1:00 p. m. Trip to Oak Alley Plantation, visiting 

Spillway. Returning at 6 p. m. 
(Round Trip $2.00 per person) 
or 

2:00 p. m. Round-trip over Lake Pontchartrain, 
via New Bridges. 

(Trip $2.00 per person) 
or 

2:30 p. m. Trip to Versailles Plantation, Battle 
Field of New Orleans; Docks and Wharves. 

(Trip $1.00 per person) 
or 
2:30 p. m. Delgado Museum and City Park; 
Newcomb Art School and Audubon Park. 
(Trip $1.00 per person) 
or 
2:30 p. m. Mayan Exhibit, Tulane University. 
Transportation 25c 

9:00 p. m. President’s Reception and Ball, 
Auditorium. 

Friday, May 13, 1932: 

9:00 a. m. Trip to Gulf Coast. Train leaves 
L. & N| Station at 9:00 a. m., returning at 6 p.m. 
(Round Trip $5.25, including luncheon at Great 

Southern Hotel in Gulfport, Miss., and bus 

transportation along Coast). 

10:00 a. m. Golf Tournament, Metairie Golf 
Club. 
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All trips starts from Jerusalem Temple. 
Bus transportation to be paid for by Individuals. 
CONVENTION COMMITTEE 
Mrs. Joseph Hume, General Chairman 
State Presidents: 

Louisiana: 

Mrs. R. T. Lucas, Shreveport, La. 
Mississippi: 

Mrs. Henry Boswell, Sanatorium, Miss. 
Orleans Parish Medical Society: 

Mrs. S. M. Blackshear. 

Executive Committee 
S. M. Blackshear, Publicity. 
W. R. Buffington, Treasurer. 
W. Rogers Brewster, Telephone. 
Marcus Feingold, Vieux Carre. 
Roy B. Harrison, Registration. 

Mrs. Arthur Herold, Shreveport, La., and Mrs. 
H. W. E. Walther, New Orleans, La., State Or- 
ganization. 

Mrs. Chaillé Jamison, Corresponding Secretary. 

Mrs. A. L. Levin, Recording Secretary. 

Mrs. Geo. King Logan, Transportation. 

Mrs. John H. Musser, Entertainment. 

Mrs. William H. Seemann, Lunch. 


Mrs. 
Mrs. 
Mrs. 
Mrs. 
Mrs. 


The always active Woman’s Auxiliary to the 
Shreveport Medical Society, held another of their 
delightful meetings at the Woman’s Department 
Club. An innovation was the bringing by each 
member a guest and there were a number of out- 
of-town guests. Mrs. A. A. Herold gave a sum- 
mary of some splendid work which report is print- 
ed following. 

Mrs. Louis Abramson told of her visit last 
month to the Dallas Auxiliary. 

The guest speaker was Mrs. Percy Meyer who 
gave a very brilliant and inspiring talk on 
“Peace,” 

The report of Mrs. A. A. Herold, Chairman of 
the Pines Preventorium Committee of the Wom- 
an’s Auxiliary to the Shreveport Medical Society: 

The Preventorium takes care of potentially 
tuberculous children, one or both of whose parents 
are generally at the Pines, the tuberculous Sani- 
torium in conjuncton with which the Preventor- 
ium is operated. 

The Preventorium accommodates seventeen 
children ranging in age from one to twelve. A 
graduate nurse is in charge of the children, and 
a Public School teacher keeps those of school age 
abreast with their school work. This teacher was 
secured through the efforts of the Preventorium 
Committee of the Woman’s Auxiliary fio the 
Shreveport Medical Society. She has practically 
had charge of the social and educational side of 
these children’s lives since the opening of the 
Preventorium. The work with these children is 
the outstanding constructive work that the 
Shreveport Auxiliary is doing. The field is large, 
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and each year we hope to enlarge the scope of 
our work. 

This year the Preventorium Committee realized, 
that unless they could follow the children into 
their homes after they had left the Preventorium 
their work was in vain. We have therefore, di- 
vided the work, and those on the committee have 
volunteered to do the phase of the work they like 
best. 

A Vice-Chairman has charge of the entertain- 
ment of the children. A Doctor’s wife goes every 
Friday to the Preventorium and either enter- 
tains the children or takes them for a drive. 

The Clinic Chairman has a Doctor’s wife at the 
Chest Clinic every Wednesday morning from 
eleven. until twelve to take histories of all children 
brought to the Clinic. These reports are then sent 
to the Chairman of the follow-up committee, and 
she or a member of her committee goes to the 
home of the child and investigates. When neces- 
sary, she takes the child to the Preventorium. 
While the child is at the Preventorium this com- 
mittee keeps in touch with the child’s family, try- 
ing to improve the conditions before the child is 
ready to return. 
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All the children at the Preventorium seem-~ 
happy, and are sorry when it is time for them to 
return to their respective homes. 


JAMBALAYA. 


One of the thoughts Mrs. Freeman left us, here 
in New Orleans, was that of the advisability of 
all Auxiliaries having a definite fiscal year, a date 
when the books of the organization are closed 
and the members in good standing tabulated as 
by that method the representation from the State 
to the meeting of The Woman’s Auxiliary to the 
American Medical Association is determined. 


May 9 is the day that is to be devoted to 
registration of the locat women who care to at- 
tend the various entertainment to be given during 
the meeting of the American Medical Association. 
To relieve the registration Committee, do not 
leave it until the last moment, and decide then 
just what you are desirous of doing and follow 
that plan faithfully, for a lot of the success of the 
Convention depends on your cooperation. 





ATTENTION PARISH AND DISTRICT SECRETARIES. 


We wish to direct your attention to the fact that the Annual Meeting of the Lou- 
isiana State Medical Society and the meeting of the American Medical Association 
are only about six weeks off. We have not yet received dues from a great many of 
the physicians who took out membership in the State Society in 1931. 


We are anxious to have every available physician a member of organized medicine, 
especially at this important time, and would respectfully solicit your cooperation and 
help in getting all the doctors of your Parish and locality into the State Society. Un- 
usual arrangements are being made for the entertainment of the doctors at the State 
and American Medical Association meetings in New Orleans, May 9-13, and all of us 


may look forward to a real scientific treat. 


P. T. TALBOT, M. D., 
Secretary-Treasurer. 
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Monday, April 11, 5:30 p. m.—Edwards Hotel. 
Special meeting of House of Delegates. 

Tuesday, April 12, 8 a. m.—Robert E. Lee 
Hotel. Meeting of House of Delegates. 

1:30 p. m.—Section on Surgery. 

Section on Hygiene and Public Health. 

8:00 p. m.—Public Session. 

Wednesday, April 13, 9:00 a. m.—Section on 
Surgery. 

2:00 p. m.—Section on Medicine. 

Thursday, April 14, 9:00 a. m.—Section on 
Medicine. 

Note: All meetings except Monday at Robert 
E. Lee Hotel. 


In this number will be found messages from 
our President and the tentative reports of a num- 
ber of the officers of the Association. Please 
read them carefully. They contain much infor- 
mation that will be of value to you in transacting 
the business affairs of the Association. It is to 
be regretted that the reports of all officers were 
not available for preconvention study. Our Associ- 
ation needs your best thought and judgment. 


On Monday, April 11, at the Edwards Hotel, 
will occur the annual meeting of the Mississippi 
State Hospital Association, with sessions at 9 
a. m., and 2 p. m., and a banquet at 6:45 p. m. 
All hospitals of the State are cordially invited 
to send representatives and all members of the 
Mississippi State Medical Association will be wel- 
come guests, whether connected with hospitals or 
not. You should plan to attend the banquet also. 


TO ALL MEMBERS OF THE HOUSE OF 
DELEGATES: 


You are hereby notified of a special meeting 
of the House of Delegates on Monday, April 11, 
at 5:30 p. m., at the Edwards Hotel, Jackson, 
Mississippi. The purpose of this meeting is to 
officially change the time of our State Meeting 
from May 12, 13, 14 to April 12, 13, 14. This 
can only be done by the House of Delegates and 
it is absolutely necessary that this action be taken 
in order to legalize all transactions which will be 
made at our regular meeting the following day. 

All Members of the House of Delegates have 
not as yet been reported to the state secretary by 
local society secretaries so it will be possible for 
me to write personally only to those whose names 


D. W. Jones, Associate Editor 


have been sent to the secretary of the state so- 
ciety. 


John C. Culley, President. 


CALENDAR. 

April 1. Natchez Medical Club, 1 p. m. 

April 4. Staff of Jackson County Hospital, 
7:30 p. m.; Staff of Meridian Sanitarium, 7:30 
p. m.; Staff of South Mississippi Charity Hospital, 
Laurel, 7 p. m.; Staff of George C. Hixon Memo- 
rial Hospital, Electric Mills, 8 p. m. 

April 5. Staff of King’s Daughters’ Hospital, 
Brookhaven, 7:30 p. m. 

April 6. Staff of Chamberlain-Rice Hospital, 
Natchez; Staff of Vicksburg Infirmary, 7 p. m.; 
Staff of Rush’s Infirmary, Meridian, 7 p. m.; Staff 
of Dr. F. G. Riley’s Children and Maternity Hos- 
pital and Clinic, Meridian, 7 p. m. 

April 7., Pike County Medical Society, McCol- 
gan Hotel, McComb, 7:30 p. m. 

April 8. Staff of Anderson Infirmary, Meri- 
dian, 7 p. m. 

April 11. Mississippi State Hospital Associa- 
tion, Edwards Hotel, Jackson, 9 a. m. 

House of Delegates, Mississippi State Medical 
Association, Edwards Hotel, Jackson, 5:30 p. m. 

Staff of South Mississippi Charity Hospital, 
Laurel, 7 p. m. 

April 12. Mississippi State Medical Associa- 
tion, Robert E. Lee Hotel, Jackson; Staff of 
Natchez Sanatorium, 7 p. m.; Winston County 
Medical Fraternity, Louisville; Staff of Tupelo 
Hospital, 7:30 p. m. 

April 13. Mississippi State Medical Associa- 
tion, Robert E. Lee Hotel, Jackson; Staff of 
King’s Daughters’ Hospital, Greenville, 7 p. m.; 
Harrison-Stone-Hancock County Medical Society, 
King’s Daughters’ Hospital, Gulfport, or The Bi- 
loxi, Biloxi, 7:30 p. m. 

April 14. Mississippi State Medical Associa- 
tion, Robert E. Lee Hotel, Jackson. 

Staff of Aberdeen Hospital, 8 p. m.; Staff of 
Vicksburg Hospital, 6:30 p. m.; Homochitto Valley 
Medical Society, Natchez, 2 p. m. 

April 15. Natchez Medical Club, 1 p. m. 

April 18. Staff of South Mississippi Charity 
Hospital, Laurel, 7 p. m.; Staff of Vicksburg San- 
itarium, 6:30 p. m. 

April 19. Staff of Natchez Charity Hospital, 
8 p. m.; Central Medical Society, Jackson, 7 p. m. 

April 21. East Mississippi. Medical Society, 
Elks Club, Meridian, 3 p. m. 

April 25. Staff of South Mississippi Charity 
Hospital, Laurel, 7 p. m. 
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TO THE PROFESSION. 

As has been announced before through the 
Journal, our State Meeting will be held on 
April 12, 13, 14, in Jackson. The host society has 
selected the Robert E. Lee Hotel as the place of 
the meeting. To those who have complained of 
the noise and confusion at previous meetings this 
should come as pleasant news. The entire upper 
floor of the hotel will be given over to us. The 
Assembly Hall has a sound proof floor and all 
chairs are rubber tipped. This will insure abso- 
lute quiet while the essayist is presenting his 
paper. There is also a most spacious roof garden 
adjoining, which is inclosed in glass and will be 
used for sectional meetings. 

Every physician in the state who can get away 
from his practice should come to this meeting. 
Never before in the history of the Association has 
it been so important for every physician in the 
state to be enrolled as an active member of his 
county and state societies. May I urge all our 
physicians, -whether members of the House of 
Delegates or not, to attend the meetings of the 
House this year. Many questions of importance 
will be discussed and acted upon. Every member 
will be given an opportunity to express himself. 

This has been an unusually fortunate year for 
the physicians of Mississippi. Because of the 
business depression and attendant “poor collec- 
tions” many of us have felt that we could not 
go to distant clinics or take post-graduate work. 
To offset this, we have had at our very doors the 
best that the profession has had to offer. The 
Southern in New Orleans, the Mid-South Post- 
Graduate Assembly in Memphis, the Southeastern 
Surgical Congress in Birmingham have given us 
ample opportunity to hear many noted men who 
brought to us the very latest thing in medicine 
and surgery. Now comes the State Meeting in 
April from which the whole profession will re- 
ceive much information which will be of definite 
service when we return to our work. I believe 
that the plans of the program committees will 
offer a pleasing change from the regular schedule 
of past meetings. 

Aside from the scientific program do not forget 
what you will receive for your money. Your 
paid-up membership in your local society gives 
you also membership in the State Medical Asso- 
ciation, makes you eligible for membership or 
fellowship in the American Medical Association, 
furnishes medico-legal protection by the Council 
of the Mississippi State Medical Association, gives 
you the New Orleans Medical and Surgical Jour- 
nal, and last, but not least, offers you greater 
opportunity for pleasant social and professional 
intercourse with your colleagues. The greatest 
thing on earth is true friendship. Which of us 
has failed to make lasting friendships by contact 
at our County or State Society meetings? 

John C. Culley, President. 


FROM OUR PRESIDENT. 
TO THE PROFESSION. 

My year of service as president of the State 
Medical Association will soon come to a close. 
There are many things which I had intended doing 
at the beginning of my term of office which it has 
been impossible for me to accomplish. The most 
important of these was to make a personal visit 
to every society in the state. Although I have 
traveled over five thousand miles attending local 
society meetings, I have fallen far short of my 
purpose. The many duties which have been placed 
upon me during the past year, at times bad 
weather conditions, the necessity of properly 
caring for my own patients, the conflict in the 
meeting dates of many of the local societies, the 
prolonged illness and finally passing away of 
my mother have all interfered with the carrying 
out of the program which I had planned. In spite 
of these obstacles, however, I have managed to 
attend a great many meetings and have come in 
personal contact with hundreds of physicians 
whom I have not had the pleasure of knowing 
before. 

In this final letter to you it is my purpose alone 
to impress upon every member of the association 
the importance of attending our annual meeting. 
I would also like to ask the support of each of 
you in the enlistment of new members before 
April 12. 

There will be many important subjects to be 
brought before the association in Jackson, and it 
is the duty of every physician in the state to be 
present if possible and hear these matters dis- 
cussed. While I have not seen the completed pro- 
gram, I have been informed by the chairmen of 
my various sections that we are to have as visi- 
tors some of the outstanding physicians and sur- 
geons of the South, one of them being a past 
president of the American Medical Association. 
Our annual orator for this meeting will be a man 
who is known to every physician in the state. 
I need do no more than to call his name. He is 
Dr. W. S. Leathers, now dean of Vanderbilt Uni- 
versity Medical School and a member of the 
Board of the Rockefeller Foundation. Shall we 
not show our appreciation of his visit by giving 
him the largest audience which any speaker has 
ever had at our annual meeting? 

John C. Culley, President. 


ECHOES FROM JACKSON, 
VENTION CITY. 


THE CON- 


Mayor Scott says: “We are always glad to 
have the doctors. They usher us into this life, 
and conduct us out of it; and relieve us of our 
ailments and our cash in between times. Tell the 
boys to ‘make themselves at home’ and if they 
get into jail call me. The traffic officers will be 
instructed to watch out for your caduceus and 
if you are tagged for parking overtime, hunt up 
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the officer on duty and tell him who you are, and 
he will take up your ticket.” 

Mr. H. O. Pate, manager of the Robert E. Lee 
Hotel, says: “We are glad to have the State 
Medical Association make headquarters at our 
hotel this year. We have 300 rooms equipped 
with everything for the comfort and convenience 
of our guests. The hotel is in a quiet place, free 
from disturbing noises. The auditorium on the 
twelfth floor is especially fitted for roentgen ray 
pictures, etc. Special rooms for committees and 
section meetings will be furnished. The Ladies’ 
Auxiliary will have headquarters on the mezza- 
nine. The lobby will be given over to the regis- 
tration bureau and exhibits. In fact, all the fa- 
cilities of this hotel will be at your disposal, and 
every possible courtesy will be extended to you 
as our guests. Free parking space is available 
for our guests with a watchman in charge.” 

Mr. Black, Convention manager for the Cham- 
ber of Commerce, says: “The Chamber of Com- 
merce, representing one thousand of the leading 
business men and women of Jackson, extends a 
cordial welcome to the State Medical Association. 
We are glad to have you this year, next year, and 
every year. The central location of Jackson, 
with her ampel hotel accommodations, good roads, 
and railroad facilities, makes Jackson the logical 
convention city for all the state associations, and 
it ought to be their permanent meeting place. 

“The Chamber of Commerce appreciates your 
convention here, and will be glad to serve you 
in any way. We would be glad to furnish trans- 
portation for a ride over our city at any time 
your arrangement committee may wish us to do 
so. Perhaps some or all of you would like to ride 
out to the new asylum grounds also. Let us serve 
you.” 

Dr. N. C. Womack, Chairman of the Arrange- 
ment Committee from the host Society, says: “We 
are planning the best facilities ever furnished at 
a state meeting. While we expect to give most 
of the time to the perfection of plans for the 
work of the Sections, so that all may profit by the 
very excellent scientific program offered this year, 
we shall not lose sight of the social element, and 
will try to make every doctor who attends have a 
good time. Special rates have been arranged at the 
hotels, and provisions made for overflow in case 
the hotels are crowded. Every member of the 
Central Medical Society is a member of the Enter- 
tainment Committee and will be at your service 
for anything we can do for you. Special clinics 
will be arranged at the several hospitals, but not 
allowed to interfere with the programs.” 

Mrs. A. G. Wilde, President of the local chapter 
of the Ladies’ Auxiliary, says: “Our auxiliary 
will have headquarters on the mezzanine of the 
Robert E. Lee Hotel. Besides the business meet- 
ing, we plan a number of social events for the 
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ladies attending with the doctors. You will not 
have to be a member of the auxiliary to join in 
with us. We cordially invite all the doctors’ wives 
to come along, whether members or not; but espe- 
cially urge all the members to attend. This will 
not be a dress parade, but a business meeting and 
a social get-together. So, never mind about that 
new hat. Just come along and have a good time 
with us.” D. W. Jones. 





TENTATIVE PROGRAM, MISSISSIPPI STATE 
MEDICAL ASSOCIATION. 
Jackson, April 12, 13 and 14, 1932. 
(All Sessions at the Robert E. Lee Hotel.) 
TUESDAY, APRIL 12, 8 A. M. 

Meeting of Council and House of Delegates. 
Subsequent meetings will be arranged by the 
House. 

TUESDAY, APRIL 12, 1:30 P. M.—SEcTION ON 

SURGERY. 

1. Address of Chairman—W. H. Anderson, 
Booneville. 

2. Some Common Conditions of the Upper Uri- 
nary Tract.—Dr. J. A. K. Birchett, Jr., Vicks- 
burg. 

Discussion opened by J. W. Barksdale and 
John Darrington. 

3. Treatment of Lesions of the Cervix and Peri- 
neum.—V. B. Philpot, Houston. 

Discussion opened by H. A. Gamble and M. 
L. Flynt. 

4. Gunshot Wounds of the Abdomen.—R. W. 
Smith, Canton. 

Discussion opened by L. C. Feemster, Jr., 
and W. W. Crawford. 

5. Osteomyelitis: Treatment and Importance 
of Early Diagnosis—R. D. Kirk, Tupelo. 

Discussion opened by Murray Davis, Mem- 
phis, and T. E. Ross, Jr. 

WEDNESDAY, APRIL 13, 1932, 9 A. M.—SECTION 

ON SuRGERY— (Continued). 

6. The Diagnosis and Surgical Treatment of 
Duodenal Ulcer—R. L. Sanders, Memphis, 
Tennessee. 

7. Sterility in Women, Including Its Surgical 
Aspects: Lantern Slides—M. Y. Dabney, 
Birmingham, Alabama. 

8. Studies of Carcinoma of the Large Intestine, 
and Results of Operative Treatment: Lantern 


Illustration—W. D. Haggard, Nashville, 
Tennessee. 
Luncheon, Section on Surgery—Wednesday 


noon. 
TUESDAY, APRIL 12, 1932, 1:30 P. M.—SECcTION 
ON HYGIENE AND PUBLIC HEALTH. 

1. Important Facts Regarding the Prevention 
and Treatment of Diphtheria—J. A. Milne, 
Jackson. 

Discussion opened by R. E. Wilson and L. 

W. Long. 
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. The Functions of a County Healty Depart- 
ment Laboratory.—L. S. Lippincott, Vicks- 
burg. 

Discussion opened by E. F. Howard and E. 
T. White. 

. Matters of Current Interest in Medicine and 
Public Health.—Warren F. Draper, Richmond, 
Virginia. 

Discussion opened by G. W. F. Rembert and 
Henry Boswell. 

. The Toxemias of Pregnancy: A Critical An- 
alysis of 2221 Deaths—James B. McCord, 
Emory University, Atlanta, Georgia. 

Discussion opened by Ira B. Seale and 
Carter O’Ferrell. 

. The Control of Filth-Borne Diseases in Mis- 
sissippi: How and When.—T. Paul Haney, 
McComb. 

Discussion opened by B. D. Blackwelder 
and C. C. Applewhite. 


PuBLIC SESSION, TUESDAY, APRIL 12, 8 P. M. 
Robert E. Lee Hotel. 

1. Invocation—Dr. J. Lloyd Decell, Jackson. 

. Address of Welcome: 

On behalf of the city of Jackson—Mayor 
W. A. Scott. 

On behalf of the Central Medical Society— 
Julius Crisler, Jackson. 

. Response to Addresses of Welcome.—J. M. 
Acker, Jr., President-Elect, Aberdeen. 

. President’s Address—Medical Education in 
Mississippi—John C. Culley, Oxford. 

. Annual Oration.—W. S. Leathers, Dean of 
Vanderbilt University, School of Medicine, 
Nashville, Tennessee. 

WEDNESDAY, APRIL 13, 1932, 2 P. M.—SEcTION 

ON MEDICINE. 

1. Chairman’s Address—Diabetes Mellitus: Old 
and New Views.—G. W. F. Rembert, Jack- 
son. 

. Angina Pectoris and Coronary Thrombosis.— 
T. D. Bourdeaux, Meridian. 

Discussion opened by J. P. Culpepper, Jr., 
and Leonard Hart. 

. The Increased Incidence of Amebic Dysentery 
as a Warning for More Thorough Study of 
Diarrhoeas.—John C. Archer, Greenville. 

Discussion opened by F. M. Acree and R. 
M. Donald. 

. Undulant Fever—A Case 

Clark, Hattiesburg. 
Discussion opened by F. J. Underwood and 
T. W. Kemmerer. 

. The Present Status of Pernicious Anemia.— 

T. J. Crofford, Jackson. 
Discussion opened by E. L. Green and W. 
A. Dearman. 
. Pneumothorax.—S. F. Strain, Sanatorium. 
Discussion opened by R. E. Schwartz and 
W. A. Toomer. 


Report.—R. G. 
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THURSDAY, APRIL 14, 1932, 9 A. M.—SECTION OF 
MEDICINE— (Continued). 

7. The Modern Renaissance of Syphilis—Lloyd 
Thompson, Hot Springs National Park, Ar- 
kansas. 

Introduced by J. M. Acker, Jr., Aberdeen. 

. Headaches—Causes and Treatment.—Allan 
Eustis, New Orleans, La. 

Introduced by J. S. Ullman, Natchez. 

. The Treatment of Cardiac and Renal Oede- 

ma.—James G. Carr, Chicago, Illinois. 
Introduced by L. J. Clark, Vicksburg. 

. Did You Ever Stop to Think—Louis R. 

Brown, Little Rock, Arkansas. 
Introduced by J. P. Wall, Jackson. 

. Asthma -From the View Point of a Pediatri- 
cian.—Edward Clay Mitchell, Memphis, Ten- 
nessee. 

Introduced by N. C. Womack, Jackson. 


EYE, EAR, NOSE AND THROAT SECTION. 


The Eye, Ear, Nose and Throat Section of the 
Mississippi State Medical Association is planning 
an innovation this year. In addition to the regu- 
lar program, there is to be a round-table luncheon. 
It has been the custom for several years to have 
a Dutch treat luncheon following the section 
meeting. This has provided an opportunity to in- 
dulge in fellowship and has been most enjoy- 
able. 

This year the chairman has planned that in 
addition to the usual luncheon, a round-table dis- 
cussion will be indulged in. During the luncheon, 
slips of paper will be passed among those pres- 
ent so that those who desire to do so may present 
questions or subjects for discussion. The discus- 
sion will be along three lines: Allergy, Otolaryn- 
gology, and Ophthalmology. The chairman is par- 
ticularly fortunate in having an able man to lead 
the discussion in each department. Those ques- 
tions related to hay fever, asthma, etc., will be 
referred to Dr. John P. Henry of Memphis, Tenn.; 
those related to ear, nose and throat subjects will 
be referred to Dr. Millard F. Arbuckle of St. Louis, 
Mo., the guest otolarynologist; those relating to 
the eye will be referred to Dr. W. R. Buffiington 
of New Orleans, the guest oculist. 

Dr. Henry, for several years, has devoted his 
entire attention to the field of allergy and has 
done some notable work. He is a member of the 
Society for the Study of Allergy and is considered 
an authority on the subject. 

Dr. Millard F. Arbuckle, besides attending to 
a large private practice, is connected with the 
teaching staff of Washington University and has 
a service at Barnes Hospital. Dr. Arbuckle is a 
fellow of the American College of Surgeons, a 
member of the “Triological” and other exclusive 
otolarynological societies, and is considered to be 
one of the country’s most able surgeons. 
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Dr. Buffington hardly needs any introduction 
to the doctors of Mississippi. He is professor of 
opthalmology at Tulane University and was re- 
cently elected chairman of the Eye, Ear, Nose 
and Throat Section for the 1933 meeting of the 
Southern Medical Association. 

The chairman is to be congratulated on having 
secured the attendance of such outstanding men. 
This is considered such an unusual treat that all 
members and guests of the Association are invited 
to attend, the only requirements being that the 
Chairman must be notified before 10:30 A. M., 
April 13, so that adequate reservations may be 
made, and that each pay for his own lunch, It 
is hoped that the membership at large will avail 
themselves of this splendid opportunity. 

E. H. Jones, Chairman. 





SECRETARY’S FINANCIAL REPORT, 1931. 
Receipts: 

June 20. Hospital Ass’n. 

ON Re en ee es Se ee 3,900.00 







Disbursements: 


Jan. 15. Postal Tel. Co......... $3.00 
15. Western Union Tel. 
I set daceeeabe dt meadictcnihes 2.40 
Feb. 9. Cards and second 
ee ae Re 7.50 
12. Paid Treasurer, Win- 
ona certificate -..... 104.00 
Mar.12. Paid Treasurer ...... 1,500.00 
Apr. 11. Envelopes for pro- 
a 23.30 
18. Refund R. C. Fin- 
a ee 8.00 
21. Telephone and tele- 
IN fis hiceicsniztereeais 5.00 
May 2. Refund, L. Golden.. 4.00 
9. Printing programs 
and: inbels .............. 50.34 
14. Paid Registrar ........ 12.50 
17. Telephone and tele- 
SRY eee 7.50 
22. Blank book, Treas- 
| Oar ear ee 1.50 
June 2. Safety box, Treas- 
ae eer Se Rea ee 5.00 
July 1. Paid Treasurer ........ 500.00 
9. 1000 4-cent stamps 40.00 
Dec. 26. Secretary, report 
EE Serer 17.35 
ee ON ek iced aoiicins 25.00 
31. Secretary’s salary .. 500.00 
31. Paid Treasurer ...... 1,093.21 





$3,909.60 
T. M. Dye, Secretary. 
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TREASURER’S REPORT (TENTATIVE). 
December 31, 1931. 





ASSOCIATION FUND. 
Balance Association funds, as shown by 


last report 





Receipts (Dr. Cooper): 


$2,027.84 


Mar. 13, 1931. Received from Dr. T. M. 


Dye, Secretary 


Disbursements: 
1931. 
Jan. 9. To New Orleans 


Medical and Sur- 
gical Journal ........ 





Jan. 20. To Dr.. W.: M. Rob- 
ertson .........$35.36 
Exc. on draft .10— 
Feb. 18. To Dr. E. 
W. Holmes, 
Secretary... $7.38 
Ex. on draft .10— 


New Orleans Med- 
ical and Surgical 


$3,527.84 


$226.35 


35.46 








ae 232.65 
Apr. 14. Dr. Leon S. 
Lippincott $75.00 
Exc. on draft .10— 75.10— 577.04 
Balance on hand on transfer to new 
MN Sods cettnisnesbackcacttaectcenscrancicaaie’ $2,950.80 


Receipts (Dr. Wilkins): 
July 3. Received from Dr. T. 


me NG, Be. es 


Dec. 31. Received from Dr. 


-$500.00 


. 901.21—$1,401.21 





ee OE ew 
Disbursements: 
May 22. Dr. W. C. Gill 
councilor’s expense 
eae re eae 


May 22. Dr. E. F. Howard, 
President’s expense 
IIE » ciitttiriieetiitens 
Dr. C. W. Patterson, 
Vice-President’s 
expense account .... 
Dr. Dan J. Williams, 
councilor’s expense 
OES ees 
May 22. Dr. J. W. Lucas, 
councilor’s expense 
account 


May 22. 


May 22. 


May 22. 


Dr. L. L. Polk, Vice- 
President’s expense 
Ee a 


$4,352.01 


$7.47 


100.00 


50.00 





May 22. 


May 22. 


May 22. 


May 22. 


May 22. 


June 1. 
June 1. 
June 16. 
June 8. 
June 17. 
July 9. 
July 14. 
Aug. 29. 
Sept. 7. 
Sept. 16. 
Nov. 17. 
Dee. 31. 

. 31. 
Dec. 21. 
Dec. 21. 
Dec. 21. 

Total 


Balance 


Balance Medico-Legal Fund, as shown 
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Dr. D. W. Lucas, 
councilor’s expense 
account, etc 
Dr. Joe E. Green, 
councilor’s expense 
account 
Dr. L. L. Minor, 
President’s expense 
account 
Dr. M. J. L. Hoye, 
Vice-President’s ex- 
pense account 
Dr. J. S. Ullman, 
Historian’s expense 
account 
E. P. Jones, reporter, 
two sessions 
J. H. Johnson & Co., 
Treasurer’s bond.... 
N. O. Medical and 
Surgical Journal... 
Dr. L. S. Lippincott, 
editor’s expense .... 
Dr. E. F. Howard, 
Historian’s expense 
Birmingham Court 
Reporter Co. 
Clarksdale Ptg. Co., 
printing transactions 
N. O. Medical and 
Surgical Journal .... 
Dr. L. S. Lippincott, 
BN sos : 
N. O. Medical and 
Surgical Journal .... 
N. O. Medical and 
Surgical Journal 
Booneville Independ- 
ent 
Dr. L. S. Lippincott, 
editor’s expense 
N. O. Medical and 
Surgical Journal .... 
N. O. Medical and 
Surgical Journal... 
The Times-Post 


disbursements 


52.50 


212.77 


75.00 


100.00 


205.44 


328.72 


12.28 


75.00 


215.85 


15.56 


24.15 


75.00 


219.37 


16.99 


on hand, Association Fund, 

December 31, 1931 

TREASURER’S REPORT. 
December 31, 1931. 
MEDICO-LEGAL FUND. 


by last report 
Receipts (Dr. Cooper): 


1931. 
Apr. 28. 


Interest on Liberty 
Loan Bond No. 
K00705340 


$2,037.19 


$2,314.82 


$10,460.94 


Apr. 28. Interest on Wayne 
County Bond No. 


Apr. 28. Interest on Meridian 
Bond No. 13 
2. Time certificates, 
Bank of Winona.... 111.38— 


Feb. 
170.13 


Balance on hand on transfer to new 
Treasurer 
Receipts (Dr. Wilkins) : 
Aug. 25. Interest on certificate 
of deposit No: 25244 
Citizens National 


$10,631.07 


Aug. 25. Interest on Meridian 


Aug. 25. Interest on Lauder- 
dale county bonds.... 
Interest on Wayne 
county bonds 

Interest on certificate 
of deposit No. 5787, 
Merchants & Farm- 


Sept. 15. 


Sept. 15. 


Interest on Fourth 
Liberty Loan Bonds 21.25 
Interest on Lauderdale 
eounty bonds 
Interest on certificate 
of deposit No. 25525, 
Citizens National 
Dec. 31. 192.00— 489.07 
$11,120.14 
Disbursements: 
May 12. Martin Miller-Hairston case.... 250.00 
Balance Medico-Legal Fund, December 
31, 1931 $10,870.14 
E. L. Wilkins, Treasurer. 


HISTORIAN’S REPORT. 

Since the by-laws provide that the report of 
the Historian must “pass the scrutiny” of the 
Board of Editors, it was decided to consult its 
members in advance of any action; thereby not 
only gaining their consent in advance to anything 
undertaken, but getting advice and suggestions. 

With the approval of the Board, the first edi- 
tion of the history, published in 1910, was taken 
as a basis. Some of its less interesting features 
were deleted and some new features added, so 
that the history as now planned, and largely com- 
pleted, will include: 

1. Preface to the first edition. 

2. The 1895 Charter of the Association. 

8. The year-by-year record of the Association’s 
activities—a continuation of that published in the 
First Edition. 
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4. The Roll of Honor that was published in 
the 1918 Transactions, corrected and amplified. 

5. Biographies of the Presidents of the Asso- 
ciation—illustrated with photographs. 

6. A complete roster of all officers of the As- 
sociation. 

7. A tabulation of the membership and the at- 
tendance at meetings, dating from the reorganiza- 
tion in 1903. 

8. The first Board of Medical Examiners. 
9. The first Board of Health. 

10. The past and present laws regulating the 
practice of medicine in Mississippi. 

All this has been completed, with the exception 
of the biographies of the presidents. To add to 
the interest of this section it was decided to illus- 
trate it, but in a few instances it has been impos- 
sible, so far, to get the necessary photographs, 
and sometimes material for the biographies. In 
the case of men long since dead this failure is 
entirely excusable but I regret to say that in a 
few instances I have been unable to get either 
photographs or materials for biographies from 
men who have only recently held the office of 
president and are still members of the Associa- 
tion. I have written to each of them repeatedly, 
for the most part without any reply at all. Criti- 
cism of such neglect is superfluous, but I decline 
to subject the Association to any further discour- 
tesies of this sort and the pages that would oth- 
erwise be filled with these photographs and biog- 
raphies remain blank except for the names, ad- 
dresses and dates of office. 

There is still needed for this part of the his- 
tory— 

1870. E. T. Henry—photograph. 


1881. W. F. Hyer—photograph. 

1882. B. F. Ward—photograph, and biography 
since 1910. 

1887. R. S. Toombe—photograph. 

1888. N. L. Guice—photograph. 

1890. J. E. Halbert—photograph. 

1905. T. J. Mitchell—photograph. 

1906. E. H. Martin—biography since 1910. 

1912. D. J. Williams—photograph and complete 
biography. 


1913. S. W. Glass—photograph and complete 
biography. 

1921. J. W. Barksdale—photograph and com- 
plete biography. 

1924. W. A. Dearman—photograph and. com- 
plete biography. 

1930. H. A. Gamble—photograph and complete 
biography. 

Your secretary sent me the Historian’s allow- 
ance—one hundred dollars—shortly after the 1931 
meeting. A statement of expenditures has been 
furnished the Budget and Finance Committee. 

This money has been spent on stationery and 
stenographic work and in experimenting to deter- 
mine the best economical method of producing 
the illustrations. Many of the older photographs 
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will have to be “retouched” in order to make sat- 
isfactory reproductions and all must be reduced 
to uniform size. A small part of this work has 
already been done and the Budget and Finance 
Committee has been furnished an estimate of the 
cost of completing it. Should this prove accept- 
able, the hundred dollar allowance to the His- 
torian may be discontinued as a very small 
amount, probably less than ten dollars a year, 
will amply take care of future costs unless these 
ex-presidents who have so far failed to co-operate 
should have a change of heart, in which case the 
material furnished by each of them can be han- 
dled at an average cost of two dollars. 

One chief obstacle to work of this sort is the 
absence of records, therefore, the suggestion is 
made that we return to the old plan, abandoned 
some fifteen years ago, of having the secretary 
keep personal histories of our members. The 
method formerly employed was comparatively in- 
expensive, was quite effective and brought the 
individual members into closer contact with the 
Association. Frankly, it does not speak well for 
us that when some member dies, perhaps a man 
who has given real service, we have no record of 
his life or work, no information concerning him 
whatever except what is furnished by the Board 
of Health. Certainly something more than names 
and post office addresses should be included in the 
obituary column of the Transactions. 

In this connection I further suggest that the 
compilation of this column is more in line with 
the duties of the Secretary than those of the His- 
torian. The Board of Health kindly furnishes us, 
month by month, the names of all doctors who 
die in Mississippi. The question of membership 
in the Association must then be decided by the 
Secretary and the final detail of making up the 
list might as well be left with him. If you will 
consult old files of the Tranactions of fifteen or 
twenty years ago, you will find that the obituary 
columns contained brief personal records and 
made a much better appearance than anything 
of the sort that we have had in recent years in 
which our neglect of the memory of our departed 
fellows has done us little credit. 

E. F. Howard, Historian. 


REPORT OF HISTORIAN. 
Vicksburg, Miss. 
To: March 7, 1932. 
Budget & Finance Committee. 











Received Dr. T. M. Dye, Sec’y..... $100.00 
Cover and fillers $ 4.90 
Retouching photos and cuts for 
same 17.57 
Typewriting history..............-...-. 50.00 
Stamps, stationery, etc..............- 20.51 92.98 
_——— 
Balance on hand $ 7.02 
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Twenty-nine of the photos now on hand. will 
need considerable retouching in order to produce 
satisfactory cuts. I have an estimate of this work, 
from the Unglaub Studio in Vicksburg, of $80.00, 
a price that strikes me as quite reasonable consid- 
ering the amount of work to be done. The Mis- 
sissippi Engraving Co., Jackson, Miss., has offered 
to make the remainder of the cuts at an average 
cost of $1.50 for 1%x2 illustrations. The cost 
of illustrating will therefore come to approxi- 
mately $90.00 for what work is already on hand. 

I suggest that you allow these two items and 
discontinue for the present at least, the Historian’s 
allowance. The $7.02 balance will probably de- 
fray the current expenses of the office for the 
next twelve months. 

E. F. Howard, Historian. 


REPORT OF COUNCILOR, FIRST DISTRICT. 

The First District is divided in territory be- 
tween two wide awake medical societies, the 
Clarksdale and Six Counties, which embraces 
Coahoma, Quitman, Tunica, Tallahatchie and part 
of Sunflower; and the Delta Medical Society, 
which includes Humphreys, Leflore, Sunflower, 
Washington and part of Bolivar. 

There are about 280 eligible physicians residing 
in this territory, quite a number of whom, I have 
tried to enlist interest in becoming members; how- 
ever, a large per cent are members who attend 
regularly the semi-annual meetings. 

The status quo is: Clarksdale and Six Counties 
have about 100 eligible members, with a paid up 
membership of 60 to date. The Delta Medical 
Society has about 180 eligible, with a yearly 
average membership of about 100 and a paid up 
membership to date of 60. 

Each society holds semi-annual meetings and 
the members during the last year, despite unfav- 
orable conditions, manifested unusual interest and 
attendance. The programs have been full, in- 
teresting and instructive. Each meeting was graced 
by the presence of our active, progressive Presi- 
dent, John C. Culley, whose messages. were in- 
structive and of interest to the profession. 

Since the last meeting of the Delta Medical 
Society it has lost. it’s first president and Sun- 
flower County’s oldest and most beloved citizen, 
W. B. Martin, of Indianola. During these dis- 
tressing times our doctors are fighting valiantly, 
without complaint, with faith in the future. No 
law suits pending and the watchword is onward. 

The spring meeting of the Delta Medical So- 
ciety was pretermitted on account of our host, 
Greenwood territory, being handicapped by over- 
flow of hill waters. The other members desiring 
to relieve Greenwood of the burden of entertain- 
ment called off the meeting. 

J. W. Lucas, Councilor First District. 
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REPORT OF COUNCILOR, SECOND DISTRICT. 
In my letter published in the March issue of our 
esteemed Journal, I gave my report in part from 
the Second Councilor District. I have not heard, 
as yet, from the secretaries of the county societies 
so I cannot give you anything in detail. I believe 
that our report for this year will be as good as 
it was last year. The doctors seem to have been 
hit heavier than others. 
L. L. Minor, Councilor Second District. 


REPORT OF COUNCILOR, THIRD DISTRICT. 

The Northeast Mississippi Thirteen County Med- 
ical Association meets quarterly in the various 
cities of this District. The Thirteen County So- 
ciety represents the councilor’s district. We meet 
in Booneville, on March 15. We have good atten- 
dance at all meetings, several visitors from Mem- 
phis, Tennessee, and other cities in Tennessee and 
other parts of the state. Dr. James M. Acker, 
Jr., Aberdeen, is secretary. Dr. W. C. Spencer, 
Tupelo, is president for this year. The presidency 
of the association is rotated by counties. There 
is also elected a vice-president from each county, 
who is chairman of the membership committee 
for his county. We have 180 eligible for mem- 
bership. We have at this time 121 paid up mem- 
bers. We also publish our own journal, “The 
Mississippi Doctor.” Dr. W. H. Anderson, Boone- 
ville, is editor. There were no suits called to 
the attention of the Councilor for the past year. 

M. W. Robertson,, 
Councilor Third District. 


REPORT OF COUNCILOR, SIXTH DISTRICT. 
To the Councilor and House of Delegates, Missis- 
sippi State Medical Association: 
Gentlemen: 

The Sixth Councilor District suffered a distinct 
loss in the death of Dr. W. G. Gill of Newton who 
had been active in medical affairs for many years. 
Your president appointed me to serve the un- 
expired term and during the short time that I 
have been Councilor I have endeavored to inves- 
tigate conditions as they exist in this district and 
wish to report same at this time. 

The East Mississippi Medical Society is making 
rapid strides under the able direction of Dr. J. S. 
Hickman of Philadelphia, President, and Dr. T. L. 
Bennett of Meridian, Secretary. There is a paid 
up membership of eighty-three with fifteen others 
whose names are enrolled but who have not paid 
dues thus far for 1932. Meetings are held every 
other month with an average attendance of forty- 
three members. Interesting and instructive scien- 
tific papers are read and freely discussed. A 
friendly and cooperative spirit exists and much 
should be accomplished during the year. 








828 


The Kemper: County Medical Society only holds 
an occasional meeting and doesn’t seem to be 
active at this time. I have tried in vain to meet 
With this group in an effort to have them unite 
with the East Mississippi Medical Society. A ma- 
jority of the members have expressed themselves 
personally as being in favor of the proposed union. 
Probably this can be worked out in the near 
future. 

The Leake County Medical Society is also in- 
active and several of the members have joined the 
East Mississippi society individually. An effort 
should be made to have this society united with 
the East Mississippi Society also. 

Since the Scott County Medical Society has 
united with the Central Medical Society, I pre- 
sume that Scott county automatically is trans- 
ferred from the Sixth to the Fifth District. 

Dr. J. E. Green, Councilor of the Seventh Dis- 
trict, in his report at the last Session of the State 
Association, suggested the advisability of surren- 
dering the Wayne-Clark County charter, with 
Wayne joining the South Mississippi Medical So- 
ciety and Clark uniting with the West Mississippi 
Medical Society. I find that a majority of the 
members of Clark are in favor of this and prob- 
ably some action will be taken this year. 

One lawsuit is pending in Lauderdale courts 
against Dr. C. T. Burt of Meridian. The suit of 
McCreight vs. the Estate of Dr. J. H. Rush, de- 
ceased, has been tried and a verdict rendered in 
favor of the defendant. 

Respectfully, 
H. Lowry Rush, Councilor Sixth District. 


REPORT OF COUNCILOR, EIGHTH DISTRICT. 

The following report from the Eighth Coun- 
cilor’s District is a tentative one; all of the data 
for a complete report has not been compiled at 
this time: 

The Eighth Councilor’s District is composed of 
the counties of Adams, Amite, Franklin, Jeffer- 
son, Wilkinson, Pike, Copiah, Lawrence, Lincoln, 
and Walthall, a total of ten counties. Within this 
territory there are three medical societies, the 
Tri-County Medical Society, the Pike County 
Medical Society, and the Homochitto Valley Med- 
ical Society. One of these societies the Pike 
County Medical Society is a one-county society. 
The Homochitto Valley Medical Society embraces 
the physicians of Adams, Amite, Franklin, Jeffer- 
son and Wilkinson. The Tri-County Medical So- 
ciety unites the physicians of Copiah, Lawrence, 
and Walthal Counties. 

The number of eligible physicians in the Eighth 
Councilor’s District during the year ending May 
1, 1931 was one hundred twenty-six. During the 
year now drawing to a close seven physicians 
have moved into the district; we have lost six 
from death and two by removal from the district; 
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leaving a total of one hundred twenty-five eligible 
for membership in the three societies of the 
district. oar 

The compilation of membership, statistics for 
this district has not been completed at this date 
and it is, therefore, impossible to give accurate 
statistics as to membership. The total member- 
ship in the three societies in this district will, 
I am afraid, show some loss. I do not believe 
our loss will be exceptionally large. The financial 
depression existing in our country will force quite 
a few of our physicians to fail to renew their 
membership. This is unfortunate but it is a con- 
dition over which we have no control. The phy- 
sicians, like all other classes of our citizenship, 
have felt the pinch of “hard times,” and the ne- 
cessity for economy has been forced on them. 
As a result of this state of affairs some, no doubt, 
have felt that they could not afford the dues nec- 
essary for membership. 

During the past year the component societies 
of this district have been active in their efforts 
to further the cause of organized medicine. The 
Councilor District Medical Society met in Natchez 
in October, 1931. There was an attendance of 
about one hundred. The program given was an 
unusually good one. The President of the State 
Association honored us by his presence and de- 
livered a very interesting address. This society 
is well established and will I believe in the future 
contribute a great deal to the interest in organized 
medicine in this district. 

The State Board of Health, recently, with the 
Tri-County Medical Society acting as host pre- 
sented a course of lectures covering subjects of 
great interest to the profession. These lectures 
were well attended by the physicians of the dis- 
trict. The Pike County Medical Society has re- 
cently inaugurated a post-graduate course of lec- 
tures to be given by men of outstanding ability 
in our profession. The plan is an excellent one 
and should be copied by other medical societies 
of the district. 

All three of the societies in the district have 
held regular meetings; interesting programs were 
presented and the attendance has been good. 

There have been no mal-practice suits in this 
district brought to the attention of the Ceuncilor 
during the past year. 

An aggressive membership campaign was put 
on during the past year. Letters were sent to the 
vice-presidents of the component societies in the 
district urging them to make an active canvass 
of the eligible physicians of their respective coun- 
ties. Personal letters were written by the Coun- 
cilor to every eligible physician in the district 
arging him to become a member of some one of 
the medical societies of the district. 

In times of great financial crisis such as our 
country is passing through at this time, there is 





le 
e 


eZ 


an 
ite 
le- 
ty 
Ire 
ed 


che 
re- 


res 
lis- 
re- 
ec- 
ity 
yne 
‘ies 


ave 
ere 


this 
lor 


put 
the 
the 


un- 
un- 
rict 
: of 


our 
e is 





Mississippi State Medical Association 829 


a strong tendency of the masses toward socialistic 
panaceas of all kinds. Before the crucial period 
the masses were. beginning to grow restive as a 
result of the so-called high cost of medical atten- 
tion and state medicine was beginning to attract 
the attention of the laity to a degree greater than 
we physicians realized. Just what the future 
holds for the physician in private practice none 
of us know. As individuals we cannot hope to 
stem the tide once the masses begin to move in 
the direction of state medicine. 

I believe it is of the utmost importance to all 
physicians that we lose no time in making or- 
ganized medicine a strong militant organization, 
capable of protecting the individual physician 
from the blighting effect of state medicine. To 
accomplish this end: our local societies, the back- 
bone of the State Association, must be strength- 
ened in every way possible. We should not rest 
content until every eligible physician is brought 
into the medical societies. With this end in 
view every member in the medical societies should 
constitute himself a committee of one to secure 
at least one new member. 

Our local societies should endeavor to suppress 
that exaggerated individualism that has so often 
characterized the physician of the past and try 
to inculcate a spirit of cooperation in their mem- 
bers. The physician of the past was too much 
inclined to shut himself up in his shell and stand 
aloof from his brother physician. Let’s get away 
from this worn-out idea and catch more of the 
spirit of modern times and have more team-work. 
A good, live, militant local society can accomplish 
this end. 

In concluding this report I wish to thank the 
officers and members of the component societies 
in the Eighth Councilor’s District for the hearty 
support they have given the Councilor during the 
past year. 

Respectfully submitted 
J. W. D. Dicks, 
Councilor Eighth District. 


MISSISSIPPI STATE HOSPITAL 
ASSOCIATION. 
TENTATIVE PROGRAM 
EDWARDS HOTEL 
Jackson, Mississippi 
Monday, April 11, 1932 
MORNING SESSION. 

9:00 a. m.—Call to order by President Leon 
S. Lippincott, M. D., Vicksburg Sanitarium, Vicks- 
burg. 

Invocation—Rev. Wayne Alliston, Superinten- 
dent Mississippi Baptist Hospital, Jackson. 

Report of Secretary-Treasurer—C. M. Speck, 
M. D., Superintendent, New Albany Hospital and 
Clinic, New Albany. 


Committee Reports (Excepting Legislation and 
Community Hospital). 

President’s Address—Leon S. Lippincott, M. D., 
Vicksburg Sanitarium, Vicksburg. 

Election of Board and Officers. 


ROUND TABLE. 
HOSPITAL ECONOMY WITH HOSPITAL 
EFFICIENCY. 
PERSONNEL. 

“Should the salary and labor scale be reduced? 
(a) Is so, How can the Hospital Be Assured of 
Efficiency?” 

10 Minutes—Speaker—B. B. Martin, M. D., 
Superintendent, Owner, Vicksburg Infirmary, 
Vicksburg. 

5 Minutes—Discussion. 7 

15 Minutes—Open Discussion. 


REVENUE. 

“Should Hospital Rates Be Reduced To Meet 
the Present Economic Conditions?” 

Speaker—J. Gould Gardiner, M. D., Superinten- 
dent, Owner, Columbia Clinic and Hospital, Co- 
lumbia. 

Discussion. 

“Reduced Production Costs Affected by New 
Economics.” 

Speaker—John C. Culley, M. D., President Mis- 
sissippi State Medical Association, Superinten- 
dent, Owner, Oxford Hospital, Oxford. 

Discussion. 

Discussion—Wade H. Sutherland, M. D., Super- 
intendent, Booneville. ; 

“What We are Doing to Increase our Collection 
Efficiency.” 

Speaker—M. L. Flint, M. D., Superintendent, 
Owner, Newton Infirmary, Newton. 

Discussion—Mrs. Karenza Gilfoy, Financial 
Secretary, Mississippi Baptist Hospital, Jackson. 

PURCHASING. 

“Twenty Years of Successful Buying and Its 
Lesson.” 

Speaker—Maude E. Varnado, R. N., Superin- 
tendent, Owner, Laurel General Hospital, Laurel. 

Discussion—tTrigg, R. N. 

AFTERNOON SESSION. 

2:00 p. m.—“The Future of the Training School 
in Mississippi.” 

Speaker— 

Discussion—Mary E. Dorsay, R. N., Directoress 
of Nursing, King’s Daughters’ Hospital, Green- 
ville. 

Report from Mississippi State Medical Associa- 
tion on Community Hospital Legislation. 

COMMITTEE: 

V. B. Philpot, M. D., Chairman, Houston; R. B. 
Caldwell, M. D., Baldwin; C. M. Speck, M. D., 
New Albany; E. R. Nobles, M. D., Rosedale; M. L. 
Flynt, M: D., Newton; J. P. Culpepper, Jr., M. D., 
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Hattiesburg; J. W. D. Dicks, M. D., Natchez; 
R. W. Smith, M. D., Canton. 

Report from Legislation Committee on Hospi- 
tal Bills Which are Seeking Passage from the 
State Legislature. 

Charity Hospital Bill. 

Hospital Fraud Bill. 

Automobile Accident Bill. 

Open for General Discussion. , 

“My Constructive Criticism of the Present Day 
Hospital.” 

Speaker— 

Discussion— 

The Presentation of Special Problems for Dis- 
eussion. (To be submitted by those in attendance). 

5:30 p. m.—Afternoon Session adjourn. 

EVENING SESSION. 

6:45 p. m. PROMPTLY—Banquet—Mezzanine 
Floor, Edwards Hotel. 

Toastmaster—Felix J. Underwood, M. D., Ex- 
ecutive Secretary Mississippi State Board of 
Health, Jackson. 

“The Hospital Superintendent Under The Sales- 
man’s Microscope.” 

Speaker—Will Ross, President, Will Ross, Inc., 
Milwaukee, Wisconsin. 

Introduction of New President. 

All members of the Mississippi State Medical 
Association are cordially invited and urged to 
attend all sessions of the Mississippi State Hospi- 
tal Association. The Welfare of our doctors is 
closely linked with the welfare of our hospitals. 
The meetings of the Association afford a real 


opportunity to better understand each other’s 


problems to the mutual benefit of all. 


OUR FIRST PRESIDENT. 

















W. Y. Gadberry M. D. 
Benton, Mississippi 
First President of the Mississippi State Medical 
Association, 1856 


Ww. Y. Gadberry was born near Greenville, S. C., 
in 1822 and died at Yazoo City in 1896. His 
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parents emigrated to Mississippi during his in- 
fancy, his father being afterwards one of the 
first judges of the probate court of Mississippi 
and later clerk of the court at Benton. Dr. Gad- 
berry’s early education was acquired at Benton, 
Miss., and Greenville, S. C.; he began the study 
of medicine under the preceptorship of Dr. Mc- 
Murtry in 1843 and graduated from the University 
of Louisville in 1845, locating in Benton, where 
for years he enjoyed a large and lucrative prac- 
tice. For several years he was collaborator to 
Gross’ JOURNAL OF MEDICINE, contributing, 
among others of lesser note, articles on typhoid 
fever, artificial inflation of the lungs and enlarged 
spleen. 

In 1856 he called a meeting of the medical men 
of the state for the purpose of organizing the 
Mississippi Medical Association, and was elected 
its first president by acclamation. He also served 
the Association as treasurer 1870-71. 

During the Civil War he served as surgeon with 
the Army of Tennessee and while in this position 
organized the hospital at Oxford which proved of 
so great value after the battles of Shiloh and 
Corinth. 

In 1867 he settled at Yazoo City where he 
passed the remainder of his days with the excep- 
tion of one year, 1869, when he held the chair 
of surgery in the Louisville Medical College. 

In 1849 Dr. Gadberry married Miss Helen Price 
of Kentucky, and of the union was born four 
sons, all of whom died in early manhood. His 
second marriage was with Miss Thornton of Ken- 
tucky who bore him eight children. 

Transactions 1906. 


HOSPITALS. 

Hospital management in Mississippi seems to be 
on a basis wholly unlike that in any other state 
in this country or for that matter in any other 
country. 

There is no doubt that the hospital situation 
in our state is unsatisfactory to the medical pro- 
fession. Yet the physicians of Mississippi seem 
unwilling to adopt plans that have proven so 
satisfactory everywhere else. 

The Committee on Community Hospitals ap- 
pointed by President Culley is working on a plan 
to present to the Legislature which in brief will 
be a plea for aid to privately owned institutions. 
The State Hospital Association also has a com- 
mittee at work on the problem but so far as can 
be ascertained there has been no attempt at co- 
operation on the part of the two committees, nor 
any effort to avoid duplication of activities. 

What impression will this make on the Legisla- 
ture? No doubt it will infer that the profession 
is divided on this question. 

Mississippi has five state hospitals and sixty, 
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or more, that are privately owned. Practically all 
the privately owned institutions were established 
by physicians, and are owned by them. In other 
portions of the civilized world the physician is 
just as eager to have hospital facilities but he has 
been trained to work with others; in spite of fac- 
tional feeling the aspiring surgeon is willing to 
work his way up on the staff of the local general 
hospital. 

There is no reason to have a multiplicity of hos- 
pitals in any county in this state, with a duplica- 
tion of overhead expenses. Not only should this 
be eliminated, but there is no reason why the 
same institution should not house pay, part-pay 
and charity patients. Nor, is there any reason 
why the physician on the staff should not be al- 
lowed to collect a fee from those patients that are 
able to pay. 

No one expects the lawyer to forego his fee 
because the court house is publicly owned. What 
would be said of the lawyer who built himself 
a private court house because he did not like 
the way the county court house was managed? 

The Committee of the Hospital Association sug- 
gests the appointment of a State Hospital Board 
to be composed of three members, on salary and 
with traveling expenses paid. There is not a 
county in Mississippi that can not furnish enough 
competent men and women to serve on a board of 
trustees for the local hospital, thus avoiding such 
expense. In these days and times we have too 
many paid officials. Let such funds—if any there 
be—go to increase the money for hospital main- 
tenance. 

Now, here is where I get shot at sunrise! For 
this is a most unorthodox thing to preach in Mis- 
sissippi. Let the hospital superintendent super- 
intend the hospitals, and except for giving first 
aid or emergency treatment leave the patients to 
the staff. When this is done, as is the case every- 
where else there will be sufficient work of a type 
to keep up the interest of the staff members. 

If the superintendent be willing and able to 
make his board of trustees do more than rubber- 
stamp his activities; if he be willing and able to 
keep the visiting staff on the job; if he is to see 
that the interns pay as much attention to the pa- 
tients on the medical side as to those on the sur- 
gical side; if he superintend the various and varied 
administrative activities of the hospital; if he 
devotes no more than three minutes per day to 
each patient in the hospital (seven and a half 
hours in a 150-bed hospital) how in the name of 
all that is holy will such a man have time to 
operate, to eat, to sleep or to keep up with his 
profession? When it is realized that the hospital 
superintendent is a specialist as much as is the 
laryngologist or the urologist then we shall not 
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be asking if the newly appointed superintendent 
can operate. 

A laryngologist or other specialist can not be 
made overnight and by the same token the gov- 
ernor of the state has no right to use such a 
position to reward his political friends. 

With an organized visiting staff the superin- 
tendent and interns will be relieved of work that 
under the present system they are wrongfully 
burdened with. 

If a physician be given the privilege and the 
opportunity to treat his patients in the community 
hospital then it is only just and proper that he 
discharge his obligation by treating the charity 
patients that are put in his wards, or during the 
term of his service. Further in order to promote 
the work of the hospital he should do his part 
in the keeping of adequate records. 

It is the duty of the staff member and should 
be his pleasure to train the interns so that the 
three functions of the hospital will be a matter 
of fact: the care of the sick, research work and 
the training of physicians and nurses. 

The skill of the staff member and the value 
of his services to his clientele is enhanced by his 
work in the wards in direct ratio to the efficiency 
with which he instructs and guides his interns and 
with which he writes his case records. 

J. S. Ullman. 


WOMAN’S AUXILIARY. 
ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 

At the regular meeting of the Issaquena- 
Sharkey-Warren Counties Medical Auxiliary for 
February a most interesting paper prepared by 
Mrs. F. Michael Smith on veneral diseases was 
read by Mrs. Haralson as Mrs. Smith was unable 
to attend due to illness. A series of charts was 
used to illustrate the lessons which was most in- 
structive. 

Mrs. Lippincott, Chairman of the Hygeiea Com- 
mittee made an excellent report, this committee 
having visited all county schools and found it was 
being regularly received by five, the sixth being 
supplied by other organizations. A motion that 
we send in renewals due and other renewals as 
due, taking advantage of club rates, was carried. 

A card party after Easter, for the Preventorium 
fund is to be arranged by the entertainment com- 
mittee. 

Our next meeting will be a luncheon held at the 
Vicksburg Hotel on March 15th in the Monroe 
dining room at exactly 12 o’clock in order that 
all of our members may attend, each one to pay 
for her own plate. Delegates are to be elected 
for the State meeting in April. 

Mrs. M. H. Bell, Secretary. 








LOWNDES COUNTY. 

Dr. Charles Wright, Brooksville, lost all of. his 
books, instruments, and office equipment in a fire 
which destroyed the building which his office was 
located. 

Dr. J. E. Sanders has moved from Electric Mills 
to Artesia to take up the practice left vacant by 
the death of Dr. D. R. Lamb. 

Dr. E. Q. Withers has returned from Holly 
Springs where he was called by the death of a 
relative. 

Dr. M. R. Seay, one of the pioneer physicians 
of West Alabama, which is only about nine miles 
from Columbus, passed to his final reward re- 
cently. Dr. Seay was a splendid physician, a good 
and lovable man, and was widely known and 
patronized in West Alabama and East Mississippi. 

Dr. J. W. Lipscomb, Jr., having finished his in- 
ternship in the Memorial Hospital of New York 
City, is now resident surgeon in Jamaica Hospital, 
Richmond Hill, New York, one of the suburbs of 
greater New York. Van Wyck and 89th St., 
Richmond Hill, New York, is his address. 

Dr. “INCLUDE ALL DEPRESSION” came into 
our midst some two years ago, looked the situa- 
tion over and decided to locate; he did, bad cess 
to him, and from that day to this things have 
not been the same. The average doctor was get- 
ting along very well prior to his advent, while 
the specialists were almost jubilant in their daily 
greetings. By degrees the faces of the physicians 
have grown longer and longer, and now even the 
specialists have a decidedly wistful appearance. 
Wish he never had stopped here. 

J. W. Lipscomb, County Editor. 


STATE BOARD OF HEALTH. 

Out of state visitors to the State Board of 
Health during the past few weeks: Dr. Thomas 
Parran, Jr., Health Commissioner of New York, 
Albany, New York; Dr. Edwards L. Keyes, New 
York; Mr. W. C. Iverson, Southern States Sales 
Manager, E. R. Squibb & Sons, Atlanta, Georgia; 
Robert C. Thomas, Assistant Milk Specialist, U. S. 
Public Health Service, Montgomery, Alabama; 
H. E. Miller, U. S. Public Health Service; Barbara 
S. Quin, The Commonwealth Fund, New York; 
Barry Smith, The Commonwealth Fund, New 
York; Dr. Clarence L. Scamman, The Common- 
wealth Fund, New York; Lilly Carey Jones, The 
Metropolitan Life Insurance Nursing Sup., At- 
lanta, Georgia; Dr. James R. McCord, Atlanta, 
Georgia; Miss Anne Taylor, Supervisor of Mouth 
Health Work, State Board of Health, Atlanta, 
Georgia; Marian Telford, Field Secretary, Na- 
tional Safety Council, New York City. 

Dr. James R. McCord, Professor of Obstetrics 
and Gynecology, Emory University Medical 
School, Atlanta, conducted a lecture course on 
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obstetrics at Meridian, the week -of‘ March ‘7-11. 
To date Dr. McCord has given this course. of 
lectures at the following places: Indianola, June 
22-26, 1931; New Albany, July 20-24, 1931; 
Vicksburg, August 3-7, 1931; Laurel, August 24- 
28, 1931; Houston, September 28-October 1, 1931; 
Brookhaven, February 8-12, 1932; Jackson, Feb- 
ruary 22-26, 1932; Meridian, March 7-11, 1932. 

Dr. J. W. Lipscomb of Columbus, who has 
served as President of the State Board of Health 
since June, 1930, at a meeting of the State Board 
of Health on March 9 was reelected by unani- 
mous vote of the Board. 

Dr. Felix J. Underwood, who has served as 
Secretary of the State Board of Health since 
July, 1924, was reelected by unanimous vote of 
the Board for a term of six years. 

At a recent meeting of the Board, the follow- 
ing order was issued: 

“Whereas the State is endeavoring to treat 
people with active tuberculosis, and whereas it 
is thwarting the purpose for which the Sanatorium 
was established for a person with an incurable 
ease of tuberculosis to remain indefinitely at the 
Sanatorium: 

“Therefore, the State Board of Health hereby 
instructs the superintendent of the Sanatorium 
to discharge all patients who have been there the 
required length of time and who are showing no 
possibility of further results in their treatment. 

“The superintendent is further requested to 
carry out the instructions in this order just as 
promptly as possible.” 


“Mississippi State Board of Health. 
“By Felix J. Underwood, 
“Executive Officer.” 


NORTH MISSISSIPPI MEDICAL SOCIETY. 

The North Mississippi Medical Society met at 
New Albany on March 16th at 2 p. m., at the 
Methodist Church, Dr. H. P. Boswell, President, 
presiding. 

The program included the following: 

Invocation.—Dr. A. J. Ranson, New Albany. 

Business Session. 

Toxemias of Pregnancy.—Dr,. Percy W. Toombs, 
Memphis, Tennessee. 

Discussion by Drs. J. B. Bailey and J. I. May- 
field. 

Case Reports of Tumors in and about the Or- 
bit.—Dr. B. S. Guyton, Oxford. 

Discussion by Drs. Jessie Mauney and S. E. 
Cooper. 

Weighed in the Balance and Found Wanting.— 
Dr. Max Goltman, Memphis, Tenn. 

Official Visit from the President of the State 
Medical Association.—Dr. John C. Culley, Oxford. 


A. H. Little, Secretary. 








Mississipp: State Medical Association 


TRI COUNTY MEDICAL SOCIETY. 

The Tri-County Medical Society met on March 
8, at Wesson. The doctors were served a splen- 
did dinner by the young ladies of the domestic 
science department of Copiah-Lincoln Junior Col- 
lege, after which we enjoyed a treat by the musi- 
cal department—solos, duets, and instrumental 
numbers. 

Dr. Geo. T. Warren, Brookhaven, was elected 
vice-president from Lincoln County to fill the 
vacancy made by the recent death of Dr. R. E. 
Higdon. 

Dr. Willis Walley of Jackson, Superintendent 
of the State Charity Hospital, was present and 
gave a short but interesting talk about the work 
at that institution. 

SCIENTIFIC PROGRAM. 

Diagnosis and Treament of Seasonable Hay- 
Fever.—Dr. A. H. Little, Oxford. 

Injection Treatment of Hemorrhoids.—Dr. R. S. 
Savage, Brookhaven. 

Handling Emergency Cases in the Home—Dr. 
T. F. Conn, Monticello. 

All of these papers were heard with much in- 
terest and provoked liberal discussion by differ- 
ent members and some reported interesting cases 
bearing on these subjects. 

H. R. Fairfax, Secretary. 


BOLIVAR COUNTY. 

The following doctors attended the Mid-South 
Post-Graduate Medical Association meeting at 
Memphis, Tennessee, on February 9-12: Drs. E. R. 
McLain, Cleveland; W. M. Merritt; Boyle; S.. W. 
Colquitt, Beulah; E. R. Noble, Rosedale; C. W. 
Patterson, Rosedale. 

Dr. L. B. Austin, Rosedale, is taking a four 
months’ post graduate course in New Orleans. 

C. W. Patterson, County Editor. 


PONTOTOC COUNTY. 

A few doctors from this vicinity attended the 
Southern Surgical Congress Assembly at Birming- 
ham, Alabama. 

A number of our doctors attended the quar- 
terly meeting of the North East Mississippi Thir- 
teen County Medical Society at Booneville on 
March 15th. 

R. P. Donaldson County Editor. 


ALCORN COUNTY. 

Since the first of the year no births, deaths or 
weddings have occurred amongst our members. 

Dr. J. R. Hill is attending the Mississippi Legis- 
lature in Jackson as a member from this county. 
Dr. W. M. Robertson is attending to his practice 
during his absence. 

The Mid-South Medical Association meeting 
held in Memphis was attended by Drs. C. W. Nor- 
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wood, C. F. Gilbert, M. H. McRae, W. M. Robert- 
son and S. L. Stephenson. 

Dr. M. H. McRae is now in Chicago doing post 
work relative to the prostate gland and blood 
chemistry. 

Health conditions are good. McRae Hospital 
and Corinth Hospital report light work with few 
patients. 


W. A. Johns, County Editor. 


JACKSON COUNTY. 

At a regular meeting of the Jackson County 
Medical Association held at Jackson County Hos- 
pital, the following officers and members were 
present: Drs. O. L. Bailey and T. E. Babendreer, 
Ocean Springs; Drs. M. L. Rosenbaum, J. M. 
Lockard, R. G. Lander and S. B. McIlwain, Pasca- 
goula; and Drs. W. P. McArthur, J. N. Rape and 
R. C. Eley, Moss Point. Guests present: The 
speaker of the afternoon, Dr. T. J. Dimitry, New 
Orleans, and Drs. G. O. Segrest, J. H. Baum- 
hauer and C. C. Perdue, Mobile, Alabama. 

Dr. T. J. Dimitry gave a very interesting as 
well as instructive lecture on, “The Fifth Nerve, 
Its Anatomy, Physiology, and Pathology as They 
Concern the Physician and Dentist.’”’? The lecture 
was discussed by the visiting doctors and some of 
the members present. 

S. B. McIlwian, County Editor. 


EAST MISSISIPPI MEDICAL SOCIETY. 


The East Mississippi Medical Society met in the 
Lamar. Hotel,..Meridian,..Thursday, February.18, 
at 3 p.m. There were 48 members and 9 guests 
present. 

A short address was made by Dr. J. S. Hick- 
man, President. 

Dr. W. R. Holladay was elected as an additional 
delegate to the Mississippi State Medical Associa- 
tion in Jackson, to represent Lauderdale County, 
this county having received a total paid-up mem- 
bership of 50 for the year of 1932. 

On motion by Dr. I. W. Cooper, a telegram was 
sent to Dr. H. S. Gully expressing regrets at his 
illness and wishing him a speedy recovery. 

Dr. C. R. Stingily, chairman of the committee 
on a medical conference provided for through Dr, 
F. J. Underwood, Executive Officer of the Mis- 
sissippi State Board of Health, and sponsored by 
the East Mississippi Medical Society, gave a re- 
port revealing the details of the medical confer- 
ence had not yet been worked out. 

Dr. S. B. Reed, with the State Office of the 
United States Fidelity and Guaranty Company, 
explained briefly a group protective insurance 
policy in which the regular five and fifteen thou- 
sand dollars protective insurance policy now car- 
ried by many of the physicians at a premium of 
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twenty-five dollars annually could be had at a 
twenty per cent reduction in premium rate. 

The following program was rendered: 

1. Appendicitis in Children.—Dr. W. R. Hand, 
Philadelphia. Discussed by Drs. G. L. Arrington, 
K. T. Klein, W. J. Colemen and Shields Aber- 
nathly. 

2. Some Recent Advances in Diagnosis.— 
Dr. O. W. Bethea, New Orleans, Louisiana. Dis- 
cussed by Drs. M. J. Lowry, T. D. Bourdeaux, and 
J. S. Hickman. 

3. Neglected Lesions of the Uterine Cervix.— 
Dr. Shields Abernathy, Memphis, Tennessee. Dis- 
cussed by Drs. C. R. Stingily, H. L. Rush and W. 
J. Coleman. 

The next meeting will be held in Meridian, 
Thursday, March 21. 

Through the influence of Dr. F. J. Underwood, 
Executive Officer of the State Board of Health, 
a series of lectures on obstetrics was conducted 
in Meridian by Dr. James R. McCord, Professor 
of Obstetrics and Gynecology, Emory University 
School of Medicine, Atlanta, Georgia. These 
lectures were sponsored by the East Mississippi 
Medical Society and were held in the Elks’ Club 
March 7 to March 12 inclusive, from 7 to 9 o’clock 
each evening. The lectures constituted a very 
instructive post graduate course in obstetrics and 
were attended by many physicians from Neshoba, 
Winston, Newton, Lauderdale, Clarke, Jasper, 
Kemper Noxube, and Wayne Counties, also from 
adjoining counties of West Alabama. 

T. L. Bennett, Secretary. 


MRS. B. L. CULLEY 

Dr. John C. Culley, President of the Mississippi 
State Medical Association, has the heartfelt 
sympathy of every member of the Association 
and his many friends in the loss of his mother, 
Mrs. Lucy M. Culley of Jackson. Mrs. Culley was 
76 years of age. 

Several weeks of suffering, borne with forti- 
tude, preceded the end. Mrs. Culley was stricken 
with paralysis in January and from the first only 
faint hopes were cherished for her recovery. 

For forty-six years Mrs. Culley had been a 
resident of Jackson, the wife and devoted com- 
panion of Dr. B. L. Culley, one of the oldest and 
most distinguished physicians of the capital city, 
who retired from active practice several years 
ago because of failing health. 

Besides her husband, Mrs. Culley is survived 
by three sons, M. L. and Percy Culley, Jackson, 
and Dr. J. C. Culley Oxford, and three grandchil- 
dren, Ben and Frances Culley, Jackson and Tom 
Culley, Oxford. 

Few women have held a higher place in the 
esteem of those with whom they came in contact 
than this gentle, saintly sweet-souled wife, moth- 
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er and neighbor whose whole life was consecrated 
to good deeds. There was about her an amazing 
aliveness of mind and spirit that invigorated those 
who enjoyed the privilege of her friendship, 
Generosity, kindliness and tolerance were in her 
inate and voluntary. She gave gloriously of her 
love and devotion to all within her charmed cir- 
cle of friends, acquaintances, and loved ones, and 
she gave lavishly without thought of return. It 
is women such as these who win immortality in 
the hearts of their friends. 


MONROE COUNTY 

“Tempus fugit” and it is time to send my 
monthly communication. However, I have noth- 
ing of interest to communicate. Our doctors are 
well and no serious sickness in their homes has 
been reported to me. For this, I am sure, we 
are all very grateful. 

We have been dodging the tax collectors (as 
well as collectors of all other kinds) until we 
might be taken for “escapes” or fugitives. 

While we have no serious floods or overflows 
in this section, it has rained almost continuously 
throughout the winter. Farming is badly behind, 
but gardens being put in order. Our immediate 
vicinity will engage rather extensively in berry 
and peach culture. Crop diversification may help 
the situation somewhat. While we have a proven 
and rich gas field, no drilling operations are be- 
ing carried on just now. However, some drilling 
will soon begin in eastern Monroe and western 
Alabama within a few weeks. 

Dr. B. C. Tubb of Smithville has returned home 
after four or five months spent in post work at 
Tulane. 

Northeast Mississippi Thirteen Counties Medi- 
cal Society will convene at Booneville, Tuesday, 
15th instant. We expect a great time. I hope 
to have a good report of this quarterly meeting 
in my next letter. I wish all my friends throughout 
the state might see us in action. Then there could 
be no doubt in any one’s mind that we have the 
best society in the state. 

Just one month until the Jackson meeting of 
the State Association. If finances will permit, I 
will try to “meet you there.” 

Good luck and goodbye. 

G. S. Bryan, County Editor. 


LEFLORE COUNTY 

The Delta Medical Society will not meet at 
Greenwood on April 13th as announced, on ac- 
count of the conflict in dates with the State As- 
sociation. This meeting has been pretermitted 
by President Baskervill in consultation with the 
vice-presidents. The next meeting will be held 
in October. 
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Dr. and Mrs. John A. Crawford are the happy 
parents of a son, their first child, whom they have 
named John A., Jr. 

Dr. George Baskervill has gone to Richmond, 
Va., on a ten days’ visit to his sister. 

Dr. J. P. Kennedy has gone to Philadelphia Pa., 
for a few days on business. 

Dr. M. C. Wigginton of Phillip, has moved to 
Hammond, Louisiana. 

W. B. Dickins, County Editor. 


WINSTON COUNTY. 

Dr. Bernard Hickman accompanied his wife to 
Rush Infirmary recently, for surgical treatment. 

Dr. S. W. Pearson accompanied Travis Wilson 
to a Meridian Hospital for operative treatment. 

Dr. W. W. Parke accompanied Harold Reed to 
a Meridian Hospital for treatment. 

Dr. E. L. Richardson has had quite an ordeal 
with an outbreak of small pox the last month or 
two. 

The doctors of Louisville hope to attend the 
lectures of Dr. McCord on the subject of obstet- 
rics next week, a course of lectures to be held 
at Meridian. 

We are hoping the hard experience the doctors 
are meeting with in collections, and the burden 
of charity work imposed upon us will create a 
greater sympathetic co-operation with each other. 

M. L. Montgomery, County Editor. 


The name of Dr. J. S. Ullman, Natchez, has just 
been placed on the roll in the Senior Group of 
the Southeastern Surgical Congress. . 


DID YOU KNOW? 

That aside from a State Medical Association, 
we have a State Hospital Association? 

Another opportunity is presented to you to at- 
tend a meeting which is always filled with many 
problems in which we should all take an interest. 
All of us have occasion to use the hospitals in 
our State. How many take an interest in them? 
The Mississippi State Hospital Association holds 
its meetings at the Edwards Hotel in Jackson on 
Monday, April 11th. I appeal to all who can, to 
come to Jackson a day early and attend this 
meeting. 

John C. Culley, President, 
Mississippi State Medical Association. 
: TAKING STOCK 
“Dear Mr. Editor: 

“Just at this time, when all businesses are 
“taking stock” and studying ways and means so 
carefully, it may not be a bad idea for the As- 
sociation to follow suit, just to see where we are 
going and what is the measure of our success. 

“We may use as scales of measurement the 
membership of the Association and the attend- 


ance at meetings—the first as a measure of our 
loyalty to the cause of organized medicine, the 
second as a means of estimating the interest taken 
in the work of the Association. As to membership, 
we can make an accurate comparison only 
numerically and that only as far back as 1908. 
But we do know that prior to that date we were 
fewer in numbers, and we also know that there 
were a good many more doctors living in the 
state than there are today. 

“Of the twenty-four years that we have avail- 
able for comparison, we reached the 1000 mark 
just ten times. Four of these years were 1927- 
8-9-30, the only four consecutive years that our 
membership reached 1000. In 1931 the figure 
was 975—not such an enormous loss when we 
remember how everybody is yelling “hard times.” 
The truth is that it wasn’t due to hard times so 
much as to slack organization in the larger so- 
cieties, as was proved by two of them. These 
two, when confronted by such a condition, mere- 
ly became more constructively active and actually 
increased their membership—notably in Adams 
County where it went, for the first time in the 
history of the society, to 100%; and in Neshoba 
where the vice-president, Dr. Hickman, apparently 
singlehanded, raised the figure from 42 per cent 
to 100 per cent in the course of a very few 
months. 

“As to attendance—until recently, 1909 was 
our banner year, with’330 members and 16 guests 
—total 346. Last year we registered 387 mem- 
bers and 26 guests—total 418. Furthermore we 
had a larger attendance in 1930 than in 1929, 
and in 1929 than in 1928. 

“These figures, of course, are far from perfec- 
tion but we need not be ashamed of them with 
approximately 1450 eligibles in the state, we 
have in the past six years averaged slightly bet- 
ter than a thousand members of whom an aver- 
age of 284 attended the annual meetings. The at- 
tendance shows up better than the membership. 
Only three times prior to the past six years’ did 
the attendance equal this average.” 

E. F. Howard, Historian. 


ISSAQUENA COUNTY. 
“Mayersville, Miss., March 11, 1932. 
“Dear Doctor: 

*“T am enclosing you an item from Issaquena 
for your Association number of the Magazine. 
We are so near broke, up here that I cannot even 
get up any news items worth publishing, so I am 
just sending you this stale excuse. What little 
prospects we had were blasted by the late cold 
snap, which caught us with our trousers down. 

“I regretted that I was not able to be at the 
last meeting of our Society, as I am one of the 
representatives to the State Meeting next month, 
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and, of course, I wanted to be there to get the 
feelings of our members on the important matters 
to be brought up before the House of Delegates. 
However, I will make it a point to get in touch 
with the membership before the Association meet- 
ing. We had Circuit Court here this week, the 
Board of Supervisors were in session, I was sick 
with an attack of flu, and the highway to Vicks- 
burg was out of commission. Plenty of excuses! 
“Yours truly, 
W. H. Scudder. 

It is with sorrow and the deepest sympathy 
that Issaquena County joins with Dr. and Mrs. 
J. B. Benton of Valley Park, in mourning the 
loss of their youngest son by drowning, on Febru- 
ary last. He was a bright, manly little fellow of 
ten or twelve, a general favorite of the commun- 
ity, and of course the idol of hs ‘parents’ hearts. 

Dr. W. H. Scudder, Mayersville, is serving his 
fourth year as county chairman for Issaquena for 
the U. S. Citizens’ Military Training Camps. 
Though the county allotment is only one man for 
each year, we have had the distinction of. enter- 
ing two men each year for the past three years. 

This speaks for the mental and physical fitness 
of our young men. We are proud of them. 

On account of their official duties at Mayers- 
ville, the County seat, neither was Dr. Benton 
nor Dr. Scudder able to attend the regular March 
meeting of our Three-County Medical Society. 

They are both members of their county Board 
of Supervisors, and had to attend the regular 
monthly meeting of this body as well as to be 
present at the March term of their county Cir- 
cuit Court. They both regretted keenly that 
they missed this meeting of the Society, as it 
was an important one, and the last meeting be- 
fore the annual convention of the State Medical 
Association. 

At the March term of the county Circuit Court 
referred to above, one of our local doctors was 
called to offer expert testimony in the trial of 
a murder case as to whether a man shot through 
the heart with a .44 calibre Winchester rifle ball 
could run forty odd yards before falling. 


SCALES—BROWN. 

“Again a Starkville doctor has come through 
with something that he is proud of. Enclosed 
clipping is self explanatory. 

H. L. Scales. 

“Mr. and Mrs. O. V. Hull, of Louisville, Mis- 
sissippi, are announcing the marriage of their 
daughter Mrs. Julia Hull Brown, of Starkville to 
Dr. Hunter Ledbetter Scales, of Starkville. 

“Dr. and Mrs. Scales were married Friday 
evening in the home of the Rev. E. F. Wright, 
pastor of the First Baptist Church in West Point, 
Mr. Wright officiating at the ceremony. 
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“The bride wore a spring model in brown with 
harmonizing accessories. 

“Present at the ceremony were Mrs. Scales’ 
sister, Mrs. W. W. Thompson, her niece, Miss 
Margaret Thompson and Hunter L. Scales, Jr. 

“This wedding is one of wide interest, Dr. Scales 
being one of the leading physicians of this sec- 
tion. Mrs. Scales originally of Louisville, has 
for the past year been a resident of Starkville. 

“Dr. and Mrs. Scales are at home in their resi- 
dence on Montgomery Street.” 


WARREN COUNTY. 

The Vicksburg Clinic has announced that Dr. 
Roland E. Cutts is associated with them in the 
capacity of Pediatrician. Dr. Cutts was former- 
ly connected with the Mayo Clinic. Mrs. Cutts 
and their young son accompanied him here and 
they are located on Chambers Street. 

Dr. and Mrs. Gus Street attended the recent 
meetingof the Southeastern Surgical Association 
at Birmingham. Dr. Street reports a splendid 
program and both enjoyed the trip. 

E. H. Jones, County Editor. 


SMALL POX. 

In 1913 there were reported in Mississippi, 
1,269 cases of small pox as against 37 cases re- 
ported in 1929. Vaccinations would have pre- 
vented them all. Who is responsible? 


WOMEN’S AUXILIARY. 

Mrs. S. M. Blackshear, Chairman of the 
Publicity Committee of the Women’s Auxiliary 
of the Orleans Parish Medical Society calls at- 
tention to the program of entertainment to be 
provided for the ladies attending the meeting of 
the American Medical Association in New Or- 
leans, May 9 to 13. Full particulars will be 
found on another page of this journal. 


REGIONAL FRACTURE COMMITTEE 

At a meeting in Memphis on February 8, a 
Regional Group for Mississippi was formed to co- 
operate with the General Fracture Committee ef 
the American College of Surgeons. 

This meeting was called by Dr. Willis C. Cam- 
bell, who is a member of the General Fracture 
Committee and an address was given by Dr. 
Charles L. Scudder of Boston, chairman of that 
committee. The group was organized with the 
following men present: Dr. A. G. Payne, Green- 
ville, Chairman; Dr. T. E. Ross, Jr., Hattiesburg, 
Secretary; Dr. V. B. Philpot, Houston; Dr. A. 
Street, Vicksburg; Dr. L. B. Hudson, Hattiesburg; 
Dr. R. H. Clark, Hattiesburg; Dr. J. C. Culley, 
Oxford; and Dr. O. H. Beck, Greenville. 

The following names were added, making 2@ 
total of twelve: Dr. H. L. Rush, Meridian; Dr. 








Mississippi State Medical Association 


Frank H. Hagaman, Jackson; Dr. E. C. Parker, 
Gulfport; and Dr. M. H. McRae, Corinth. 

The next meeting is to be held in Jackson 
in April during the sessions of the Mississippi 
State Medical Association. 

T. E. Ross, Jr., Secretary. 


DEATHS OF MISSISSIPPI PHYSICIANS. 

James M. Shamburger, Toomsuba; sudden death 
January 1, 1932; Born at Toomsuba, August 31, 
1855. 

E. C. Lucas, Ebenezer; January 9, 1932, at 
Ebenezer; Born at Macon, February 11, 1861. 

D. P. Butler, McCall Creek; result of injuries 
received in an automibile accident; January 13, 
1932, at Jackson; Born Amite County, August 31, 
1855. 

Thomas A. Heath, Shiloh; pneumonia; January 
18, 1932, at Shiloh; Born Copiah County, July 
14, 1854, 

Robtrt E. Higdon, Brookhaven; January 24, 
1932, at Brookhaven; Born Copiah County, July 
6, 1872. 


COMMUNICABLE DISEASES. 

For the month of January, 1932, the Bureau 
of Communicable Diseases of the Mississippi 
State Board of Health, reports 24 cases of typhoid 
fever, 112 cases of small pox, 116 cases of diph- 
theria. All preventable diseases! In addition 
there were reported 265 cases of pellagra, 86 
cases of tuberculosis, and 93 cases of scarlet 
fever. 


NESHOBA COUNTY. 

All doctors of the county attended part or all 
of lectures given by Dr. J. R. McCord. Dr. Me- 
Cord is a very able lecturer, his talk is short and 
to the point, instructive, and we are proud to 
get this series. 

Dr. W. H. Banks is in active practice again 
after being confined for several days due to an 
acute cold. 

A. L. Majure, County Editor. 


CLAY COUNTY. 

On February 6 a letter was received from our 
President, Dr. W. C. Spencer of Tupelo, in which 
he said I had been selected as County Editor for 
Clay this year. It was the 11th, however, that 
your letter of instructions came and for that rea- 
son, no report could be made for the March issue. 

After going among the doctors of West Peint 
for news items, I find that there are some three 
or four cases of smajlpox in the county, but due 
to a vaccination campaign, no new cases are re- 
ported at this time. Some twelve hundred have 
been vaccinated already. All other communicable 
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diseases are on the decline, as reported by Dr. 
A. K. Naugle, Health Officer. 

Drs. Deanes, Naugle and Ellis, all of West 
Point, have been slightly ill with colds, but 
neither of the trio were out of the office more 
than a few days. 

There have been no weddings, births or deaths 
among the doctors and their families in Clay 
County recently—in fact a report of either would 
be History instead of news items at this time. 

The Northeast Mississippi Thirteen County 
Medical Society met in regular session in Boone- 
ville, on March 15th. This is the largest Medi- 
cal Society in the State; always well attended by 
its membership and visitors. The programs are 
invariably of high order and the banquets are of 
the best. 

I agree with you, Dr. Lippincott, about report- 
ing abstracts of interesting cases, from hospital 
records. It is here, as well as attending society 
meetings that many physicians find something of 
real value in their work. Unfortunately at this 
time, there are no staff meetings being held at 
our local hospital. 

None of our doctors have been away for post- 
graduate work or attended any outside society 
meetings for the past few months. 

In the future, I shall be glad to report any and 
all matters of interest from this county. 

Lon D. Dotson, County Editor. 


ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY. 

The regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was 
held at the Y. M. C. A., Vicksburg, on March 8, 
at 7 P. M. The scientific program included the 
following: 

1. Gastro-Intestinal Respiratory Symptoms 
Secondary to Sinus Disease, with case report.— 
Dr. C. J. Edwards. 

Discussed by Drs. J. A. K. Birchett, Jr., Dr. 
G. M. Street, Dr. H. S. Goodman, and Dr. G. C. 
Jarratt. Dr. Edwards closed. 

2. “Reidel’s Struma,” with case reports (il- 
lustrated by lantern slides—Dr. J. A. K. Birchett, 
Jr. 

Discussed by Drs. G. M. Street, L. J. Clark, 
L. S. Lippincott. Dr. Birchett closed 

3. Some points of the Management of Gall- 
bladder and Biliary Tract Diseases.—Dr. A. 
Street (Read by Dr. G. M. Street.) 

The program was arranged by Dr. J. A. K. 
Birchett, Jr., Vicksburg, Chairman of the Com- 
mittee on program. 

The meeting closed with a dutch lunch. 

The next meeting of the society will be held 
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at the Y. M. C. A., Vicksburg, on Tuesday, May 
10, at 7 P. M. 


“Ecru, Mississippi, March 6, 1932. 
“Dr. Leon S. Lippincott, 
“Vicksburg, Mississippi. 
“Dear Friend: 

“It has been a pleasure to serve with you the 
best I could and I shall continue to read the 
‘Mississippi Doings’ with much interest. If any- 
thing comes up I may write in occasionally any 
way and if I should have any ideas about Charity 
Hospitals for our State I may take the liberty 
to send it for publication. 

“I have enjoyed my year’s association with you, 
dating from our meeting last year at Jackson 
and hoping to see you there again at our State 
meeting, I am, 

“Yours truly, 
“Eliam B. Burns.” 


NATIONAL HOSPITAL DAY—MAY 12. 

National Hospital Day, May 12, undoubtedly 
will be used by many hospitals this year to im- 
press on the public and visitors the unusual need 
for greater support of the institutions. Those 
hospitals which have had an unusually low oc- 
cupancy of beds priced at or above cost and a 
very high occupancy of free and part-free beds, 
undoubtedly can gain some interest by present- 
ing facts of this kind to visitors on May 12. 

Hospital Associations interested in gaining 
further support of the proposal to utilize existing 
civil hospitals for certain types of veteran pa- 
tients, instead of building new government hos- 
pitals, will have an opportunity to focus attention 
on this program in connection with National Hos- 
pital Day publicity. 

Although little has been said about develop- 
ments thus far, the National Hospital Day Com- 
mittee of the American Hospital Association al- 
ready has received acceptances from state chair- 
men in 38 states, and believes that the co-opera- 
tion from radio, national advertisers and others 
will be even greater than last year when it was 
estimated that 775 different radio programs men- 
tioned National Hospital Day and the work of 
hospitals. 

Dr. Malcolm T. MacEachern, Director of Hos- 
pital Activities: 

“The public has recently heard and read much 
about hospitals, by writers who are sometimes 
uninformed and misinformed. Some of the 
magazine and newspaper articles which have been 
written have been good, but many are quite bad. 
***As a result of such articles Mr. Citizen is 
confused. In fact, his perspective of hospitals is 
sadly eut of focus. 

“National Hospital Day is your opportunity to 
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give every citizen in your community the truth 
and nothing but the truth, to borrow lega ter- 
minology, about your hospital. This is the time 
to tell people of your locality not only the actual 
facts about hospital costs and charges, but, what 
is more important, the value of hospital service 
to the community. This is the day to talk of 
dividends, not monetary dividends, but dividends 
in human lives, the most precious kind of re- 
turns on an investment. An appropriate keynote 
for the day might be expressed in a visible mot- 
to: ‘Our hospital pays dividends—dividends in hu- 
man lives.’ Indeed the dividends paid by scienti- 
fic medicine and hospitals are so astoundingly 
hugh that they are not comparable with anything 
in the commercial world.” 

All hospitals of Mississippi are urged to take 
part actively in the National Hospital Day Pro- 
gram. Hospitals desiring suggestions should 
communicate immediately with Mr. W. Hamilton 
Crawford, South Mississippi Infirmary, Hatties- 
burg, chairman of the Mississippi Committee. 


SPECIAL MEETING OF HOUSE OF 
DELEGATES. 

Elsewhere in the JOURNAL members of the 
House of Delegates will find notice of a special 
call to meet at 5:30 P. M., at the Edwards Hotel, 
Jackson, on April 11th. Every member is urged 
to attend this meeting, which will require only a 
few minutes. Following this you will have an 
opportunity to attend the banquet of the State 
Hospital Association. 

John C. Culley, President. 


HONOR ROLL FOR MARCH. 

E. F. Howard, Mrs. Ada R. Bell, W. B. Dickins, 
J. S. Hickman, B. B. Martin, G. S. Bryan, L. L. 
Minor, M. L. Montgomery, S. B. McIlwain, E. B. 
Burns, R. P. Donaldson, W. C. Spencer, W. H. 
Frizell, J. S. Ullman, S. W. Johnston, S. F. Strain, 
E. H. Jones, T. L. Bennett, W. C. Walker, T. J. 
Brown, F. J. Underwood, Mrs. D. J. Williams, F. 
M. Acree.—23. 

HONOR ROLL FOR APRIL. 

J. C. Culley, T. M. Dye, D. W. Jones, E. H. 
Jones, E. L. Wilkins, E. F. Howard, J. W. Lucas, 
L. L. Minor, M. W. Robertson, H. Lowry Rush, 
J. W. D. Dicks, W. Hamilton Crawford, J. S. 
Ullman, Mrs. M. H. Bell, J. W. Lipscomb, F. J. 
Underwood, A. H. Little, H. R. Fairfax, C. W. 
Patterson, R. P. Donaldson, W. A. Johns, S. B. 
McIlwain, T. L. Bennett, G. S. Bryan, W. B. 
Dickins, M. L. Montgomery, W. H. Scudder, H. L. 
Scales, Mrs. S. M. Blackshear, T, E. Ross, Jr., 
A. L. Majure, Lon W. Dotson, E. B. Burns, I. 
C. Knox.—34. ' 

YOUR EDITORS THANK YOU. 








BOOK REVIEWS 


Radiological Study of the Para-Nasal Sinuses and 
Mastoids: By Amedee Granger, K. C. B., 
K. C. IL, M. D., F. A. C. R. Philadelphia, 
Lea & Febiger. 1932. pp. 186. 

This splendid book on para-nasal sinuses and 
mastoids will find many interested readers. Its 
style is pleasing and the text as a whole deserve 
commendation. The book lends itself to easy 
manipulation, when opened it lies flat so that one 
studying it or comparing it with a book of refer- 
ence, will find that it remains opened at the place 
where interest is being manifested. The arrange- 
ment of the illustrations is ideal. It permits easy 
comparison of two pictures of the same individual 
by being placed near each other. Blank spaces 
are filled with legends, clearly explaining the sub- 
ject matter. 

The author’s experience in sinus diseases ex- 
tends over many years, and it is but proper that 
he should put inte book form his profound knowl- 
edge of this subject in order that those less 
fortunate may be benefitted. 

There are 186 pages in this book, divided into 
two parts. Part I deals with para-nasal sinuses. 
Certain experimental studies are presented which 
appertain directly to sinus diseases. We also find 
in this part of the book a clear explanation of the 
technic used by the author, showing the ease with 
which his work can be duplicated. Special empha- 
sis is given to the Granger line, by which the 
author explains its importance in the diagnosis 
of sphenoidal diseases. Part II comprises an 
elaborate and painstaking technic, also how to 
interpret the roentgen finding in certain diseases 
ef the mastoid. Particular emphasis is given to 
the diagnosis of mastoiditis in infants. 

We are not in agreement with the author in 
the treatment of mastoiditis by means of the 
roentgen ray, and until further general investiga- 
tion is undertaken along this line, we will feel 
that such cases are better treated by the oto- 
laryngologist. 

The book is profusely illustrated by beautiful 
roentgenograms of the para-nasal sinuses and 
mastoids. The author is to be complimented on 
the manner in which this book is written, and if 
his technic is carefully observed, roentgenographic 
results will be obtained similar to those presented 
by him in his book. 

Leon J. MENVILLE, M. D. 


Notes on Children’s Nursing: By Marguerite C. 
Erxleben, R. N., B. S. Philadelphia, F. A. 
Davis. 1931. pp. 242. Price, $2.00. 

This is a clearly written handbook on nursing 
procedure for children. It is a practical refer- 
ence. The book is detailed and well outlined. 
The chapter on premature care is unusually good 


and complete. The book has a little too much de- 
tail of the individual hospital procedure rather 
than the general, but nurses will find their func- 
tions in the care of the child clearly defined. 
SUZANNE SCHAEFER, M. D. 


The Principal Nervous Pathways: By A. T. 
Rasmussen, Ph. D. New York, The Mac- 
millan Co. 1932. pp. 73. 

Consisting of twenty-eight quarto plates, each 
accompained by text discussion, this volume may 
be described as an atlas of functional anatomy of 
the nervous system. The plates are schemata, 
many in the form of three-dimensional pro- 
jections, of the more important nervous path- 
ways, grouped in functional systems. In his 
preface the author points to the regreta- 
bly frequent lack of understanding of neuro- 
anatomical essentials as resulting from two 
factors: the complexity of the subject itself and 
the limited time available for its study. By im- 
plication, though not by explicit statement, it 
appears that “big books and little teaching” enter 
as a third factor. The book, offered as an aid in 
these difficulties, is compact because it embodies 
carefully selected material, chosen for its practi- 
cal importance; the treatment is simple, and the 
correlation of structure and function renders the 
subject matter meaingful. 

HAROLD CUMMINS, Ph. D. 


Emergency Surgery: By J. W. Sluss and others. 
Philadelphia, P. Blakiston’s Sons & Company. 
November, 1931. 

The fact that this is a fifth edition speaks well 
for the book. “Emergency Surgery” was written 
for and addressed to the general practitioner, 
“Not to instruct his leisure hour but in the hope 
sometime to serve as a guide out of certainty in 
a time of stress.” It is intended to give ready 
answers in emergency situations. It considers 
conditions that do or may demand immediate sur- 
gical intervention; e. g., hemorrhage, wounds, 
fractures, foreign bodies, osteomyelitis, mastoid 
abscess, abdominal catastrophies, et cetera. The 
material is presented with little theory and from 
a practical viewpoint. Perhaps one of the book’s 
best claims for attention is that it recalls the 
conditions which may exist as emergencies. It tells 
how they may be dealt with and describes briefly 
the steps in operative procedures. One might dis- 
agree with some minor matters of technic recom- 
mended by the authors, but, in general, the methods 
outlined are reliable and the book may be read 
with advantage by every man just entering or 
long engaged in general practice. 

The chapters on fractures are very well treated 
and the authors’ recommendations of methods in 
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handling fractures are sound. One is disappointed, 
however, that in the treatment of fractures of 
the femur they do not mention Russell’s method, 
which is fast becoming recognized as most efficient 
and should be the most generally used method of 
treating fractures of the shaft. 

“Emergency Surgery” recalls many situations 
with which one may be confronted in which a 
prompt decision must be made and an acceptable 
method of handling such conditions is outlined. 
The style is pleasing and facile, and the text is 
devoid of unnecessary theory and quotations, 
making it very practical. The _ illustrations, 
though numerous enough, are only mediocre in 
quality. 

Howarp R. MAHHORNER, M. D. 


Asthma and Hay Fever in Theory and Practice: 
By Arthur: F. Coca, M. D., Matthew Walzer, 
M. D., and August A. Thommen, M. D. 
Springfield, Ill., Chas. C. Thomas C. 1931. 
pp. 851. 

The book proves a clever method of presenting 
a trinity of extensive subjects, Hypersensitive- 
ness, Asthma and Hay Fever, in a clear, pleasing 
and practical way. Each section is edited by ex- 
perts. The reader will not find much new mate- 
rial, but this will open to him new fields for 
research as the subject yet holds a good deal of 
mystery and allergy is still proving elusive. 

The section of hypersensitiveness particularly 
recommends itself to the laboratory worker. In 
the critic’s opinion, the part dealing with asthma 
is by far the most satisfactory and complete. The 
last one-third .deyoted to Hay Fever has an 
tlegant, pleasing? xtkbup to date historical sketch 
of pollen allergy. The caution of refraining from 
surgical intervention in the nose at the time when 
the atmospheric pollen is concentrated is particu- 
larly timely. 

NARCISSE F. THIBERGE, M. D. 


Surgery of the Chest: By George F. Straub, M. D., 


F. A. C. S. Springfield, Ill., Charles C. 
Thomas. 1932. pp. 475. 

The work by Straub is well done, is nicely 
arranged, and is profusely illustrated. The essen- 
tial points concerning the normal and pathological 
physiology of the thoracic viscera and the con- 
sideration of therapeutic artificial pneumothorax 
are presented by H. L. Arnold in a concise and 
clear manner. A _ considerable portion of the 
book is devoted to the diagnosis of thoracic lesions, 
especial attention being paid to roentgen ray and 
endoscopic examinations. The various surgical pro- 
cedures used in the treatment of endothoracic dis- 
ease are discussed in detail. The illustrations, 
which are done by the author himself, particularly 
portray the point which is desired. 

The chapters on surgery of the heart and of the 
esophagus are especially complete, whereas those 
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dealing with the diaphragm and mediastinum are 
less complete. The book is one which should be in 
the library of every surgeon who does any endo- 
thoracic work. 


ALTON OCHSNER, M. D. 


The Essentials of Psychiatry: By George W. 
Henry, A. B., M. D. Baltimore, Williams & 
Wilkins Co. 1931. pp. 304. 

The Essentials of Psychiatry, by George W. 
Henry, published by Williams & Wilkins Com- 
pany, should fill a long felt want. It is well 
written, and, as the title suggests, covers the 
essentials of psychiatry briefly and concisely, 
taking in all the various phases not only of 
psychoses but psychoneuroses. The chapter on 
psychiatric treatments is especially to be men- 
tioned, in that he gives sufficient detail to be un- 
derstanding but still adheres to his title, in that 
he gives the essentials only. He also has a chap- 
ter on psychiatric nursing by Miss Adele Poston. 
In short, it is a work which would be an addition 
to anyone’s library, but especially should it be 
useful for students and to the general practitioner 
who needs a book that he might refer to for brief 
descriptions of conditions and for the proper 
methods of handling them in emergencies. 


E. McC. Connety, M. D. 


Physicians’ Manual of Birth Control: By An- 
toinette F. Konikow, M. D. New York, Buch- 
holz Pub. Co. 1931. pp. 245. 

Physicians being confronted by patients who 
have the legal and moral right to birth control 
information will find Dr. Antoinette F. Konikow’s 
book, Physicians’ Manual of Birth Control, a 
prectical text of approved and safe methods of 
technic. In a very understandable manner, the 
author describes the various pastes, pessaries, sup- 
positories, etc.; indications and contra-indications 
according to various anatomical conditions, and 
also methods applicable in variance with the de- 
gress of intelligence presence. 

ADOLPH JAcoBs, M. D. 
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William Wood & Company, New York: Hand- 
beok of Topical Fevers, by N. P. Jewell, M. D., 
D. P. H., F. R. C. S. L,.and W. H. Kauntze, 
M. D., DB. BP. Bt. 

P. Blakiston’s Sons & Company, Inc., Philadel- 
phia: Diseases of the Kidney, by W. Girling Ball, 
F. R. C. S. (Eng.), and Geoffrey Evans, M. D., 
F. R. C. P. (Lond.). 

Charles C. Thomas, Springfield: 
Tumours, by Harvey Cushing. 

Paul B. Hoeber, Inc., New York: A Clinical 
Survey of the Abdominal Cavity and Peritoneum, 
by Edward Meakin Livingston, B. S., M, D. 
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